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AUTHORS’  PREFACE. 


GENERAL  PREFACE. 

The  subject  of  Surgery  has  now  become  so  extensive  that  any  work 
attempting  to  deal  with  it  in  an  exhaustive  manner  must  necessarily  be 
so  large  and  unwieldy  as  to  be  suitable  only  for  purposes  of  reference, 
or  for  the  use  of  those  who  devote  themselves  exclusively  to  its  practice. 
In  any  text-book  of  convenient  size  the  information  given  in  certain 
branches  of  the  subject  must  therefore  be  considerably  condensed,  and, 
as  the  first  essential  for  the  beginner  is  to  have  the  fullest  knowledge  of 
the  nature  and  characters  of  the  diseases  that  he  has  to  study,  special 
stress  is  usually  laid  upon  pathology,  symptomatology,  and  diagnosis.  For 
the  practitioner,  on  the  other  hand,  who  is  already  acquainted  with  these 
points,  the  great  essential  is  full  and  detailed  information  as  to  the  best 
methods  of  treatment. 

We  have  ourselves  frequently  experienced  the  want  of  detailed  informa- 
tion, especially  as  regards  the  after-treatment  of  our  cases,  and  have  had 
to  learn  the  best  methods  of  procedure  from  experience.  Nothing  can 
of  course  replace  experience,  but  it  is  often  of  the  greatest  advantage  to 
have  a detailed  record  of  that  of  others  upon  which  to  base  one’s  work. 
It  is  this  want  that  the  present  work  is  intended  to  supply.  We  have 
tried  to  put  ourselves  in  the  place  of  those  who  have  to  treat  a given 
case  for  the  first  time,  and  we  have  endeavoured  to  supply  them  with 
details  as  to  treatment  from  the  commencement  to  the  termination  of  the 
illness.  We  have  assumed  that  the  reader  is  familiar  with  the  nature  and 
diagnosis  of  the  disease,  and  we  only  refer  to  the  pathology  and  symptoms 
in  so  far  as  it  is  necessary  to  render  intelligible  the  principles  on  which 
the  treatment  is  based,  and  the  various  stages  of  the  disease  to  which 
each  particular  method  is  applicable. 

We  have  purposely  avoided  attempting  to  give  anything  like  a complete 
summary  of  the  various  methods  of  treatment  that  have  from  time  to 
time  been  proposed : to  do  so  would  merely  confuse  the  reader.  Only 
those  plans  are  described  which  our  experience  has  led  us  to  believe  are 
the  best,  but  with  regard  to  these  we  have  endeavoured  to  state  exactly 
and  in  detail  what  we  ourselves  should  do  under  given  circumstances. 
In  some  cases  no  doubt  several  methods  of  treatment  are  of  equal  value, 
and  while  we  have  only  discussed  at  length  that  which  we  have  ourselves 
been  led  to  adopt,  we  have  referred  shortly  to  the  others. 
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We  have  not  mentioned  all  the  exceptional  conditions  that  may  be 
met  with,  but  we  have  endeavoured  to  include  all  the  circumstances  with 
which  the  surgeon  is  most  commonly  called  upon  to  deal.  The  task  has 
been  one  of  some  difficulty,  the  more  so  as  we  have  had,  to  a certain 
extent,  to  break  new  ground.  This  must  serve  as  our  excuse  for  the  many 
shortcomings  in  the  work. 


PREFACE  TO  PART  VI.— SECTION  I. 

We  regret  that  we  have  been  unable  to  complete  the  Manual  in  six  volumes 
as  originally  intended,  but  we  have  thought  it  best  to  divide  the  last  Part 
into  two  volumes  for  the  following  reasons.  To  have  attempted  to  include 
the  whole  of  the  remaining  subjects  in  one  volume  would  have  entailed 
the  condensation  of  the  matter  and  we  should  thus  have  abandoned  the 
leading  motive  of  the  work,  namely  the  full  discussion  of  the  treatment  of 
the  various  diseases,  and  moreover  it  would  have  entailed  still  further  delay 
in  issuing  the  volume.  It  seemed  therefore  more  likely  to  meet  the  views 
of  those  who  have  subscribed  for  the  book  to  adhere  to  the  full  discussion 
of  the  treatment  and  to  divide  the  last  Part  into  two  volumes  of  fairly 
manageable  size. 

We  regret  also  that  this  volume  has  been  somewhat  longer  in  making 
its  appearance  than  its  predecessors.  This  is  partly  due  to  its  size  and  to 
the  larger  amount  of  material  requiring  to  be  worked  up,  and  partly  to 
the  fact  that,  owing  to  the  absence  of  one  of  us  in  South  Africa,  the  printers 
have  been  able  to  overtake  us.  We  hope  that  the  remaining  volume  will 
be  ready  for  issue  within  a few  months. 

^\'^e  are  considerably  indebted  to  Dr.  Otto  F.  F.  Griinbaum,  Clinical 
Pathologist  to  King’s  College  Hospital,  for  his  kindness  in  contributing 
three  highly  practical  notes  upon  subjects  to  which  he  has  devoted  much 
attention,  viz..  Rectal  feeding.  Test-meals,  and  Leucocytosis.  To  Messrs. 
Longmans  we  are  indebted  for  Figs.  14  and  15  from  Gray’s  Anatomy,  and 
Messrs.  Down  Bros,  have  again  placed  at  our  disposal  their  large  collection 
of  illustrations  of  surgical  instruments. 

With  the  above  exceptions  all  the  illustrations  in  this  volume  have 
been  drawn  by  Mr.  T.  P.  Collings,  either  from  sketches  or  actual  prepara- 
tions, and  to  him  we  return  our  best  thanks  for  the  care  and  skill  he  has 
bestowed  upon  a difficult  task. 


London.  March,  1902. 
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DIVISION  I. 

THE  SURGICAL  AFFECTIONS  OF  THE 
TONGUE  AND  FLOOR  OF  THE  MOUTH. 

CHAPTER  I. 

CONGENITAL  MALFORMATIONS,  INJURIES,  AND 
INFLAMMATORY  AFFECTIONS  OF  THE  TONGUE. 

CONGENITAL  AFFECTIONS  OF  THE  TONGUE. 

As  the  chief  congenital  deformities  are  not  amenable  to  surgical  treatment 
little  need  be  said  about  them.  Several,  such  as  deficiency,  undue  length, 
or  a bifid  condition  of  the  organ,  are  very  rare,  as  is  also  the  true  congenital 
form  of  macroglossia.  One  form  of  this  affection  may  no  doubt  be  present 
at  birth,  but  it  is  due  essentially  to  lymphangioma,  and  is  not  therefore  a 
true  congenital  deformity  ; it  is  considered  later  (see  Chap.  III.). 

“TONGUE  TIE.”  — In  the  affection  known  as  anchyloglossia,  or 
“ tongue  tie,”  the  frenum  linguse  is  abnormally  short,  and  the  tongue 
cannot  be  protruded  properly.  This  condition,  however,  generally  passes 
off  as  the  child  gets  older,  and  very  seldom  calls  for  treatment. 

Treatment. — The  division  of  the  frenum,  so  frequently  practised  on 
infants,  is  strongly  to  be  condemned  for  several  reasons.  On  the  one 
hand,  it  is  unnecessary  in  the  majority  of  cases,  for  the  frenum  gradually 
lengthens  as  the  child  gets  old,  while,  on  the  other  hand,  the  operation  may 
be  followed  by  a scar  which  permanently  ties  down  the  tip  of  the  tongue 
and  exaggerates  the  original  trouble. 

When  the  frenum  is  extremely  short,  and  it  is  absolutely  necessary  to 
divide  it,  a transverse  slit  should  be  made  close  to  the  symphysis,  so  as 
to  leave  the  portion  of  the  frenum  beneath  the  tip  of  the  tongue  uninjured, 
and  it  is  well,  after  firmly  pulling  up  the  tip  of  the  organ  and  thus  converting 
the  original  transverse  incision  into  a lozenge-shaped  space,  to  put  one  or 
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two  fine  catgut  stitches  between  the  lateral  angles  of  the  lozenge  so  as  to 
prevent  the  occurrence  of  a granulating  surface  which  might  subsequently 
lead  to  contraction.  This  small  operation  can  be  done  under  eucaine,  the 
area  of  the  operation  being  swabbed  with  a io%  solution  on  a pledget 
of  wool.  The  tip  of  the  tongue  should  be  pulled  out  with  tongue  forceps, 
and  the  mouth  should  be  propped  open  with  a gag.  On  the  whole, 
perhaps  it  is  better,  however,  to  employ  general  anaesthesia,  as  the  operation 
has  to  be  done  in  young  children,  who  are  usually  troublesome,  and  in 
whom  also  the  employment  of  eucaine  may  possibly  be  accompanied  by 
danger. 


TRAUMATIC  AFFECTIONS  OF  THE  TONGUE. 

WOUNDS  . — The  most  common  wound  of  the  tongue  is  a laceration 
from  a bite,  and  this  frequently  occurs  in  epileptics  in  Avhom  the  tongue 
is  protruded  between  the  teeth  and  bitten  as  the  jaws  come  together  during 
the  convulsion ; the  tongue  is  sometimes  severely  lacerated.  Another 
common  example  of  this  accident  is  when  a child  runs  Avith  the  tongue 
protruded  and  falls  upon  the  chin,  snapping  the  jaws  together  and  biting 
the  tongue.  True  incised  ivonnds  of  the  tongue  are  very  rare. 

Treatment. — In  epileptics  the  treatment  must  be  pi-ophy lactic Avhen- 
ever  a fit  is  imminent,  a cork,  a roll  of  bandage,  or  a piece  of  Avood  should 
be  inserted  betAveen  the  teeth,  and  held  there  during  the  fit  so  as  to  prevent 
the  tongue  being  bitten. 

These  injuries  usually  heal  readily  Avithout  any  septic  troubles,  although 
in  some  cases  comparatively  severe  septic  inflammation  may  folloAv  them. 
As  a rule  the  hoetnorrhage  is  not  severe  enough  to  call  for  any  but  the 
mildest  measures  for  its  arrest.  The  patient  should  be  placed  in  a good 
light,  the  mouth  Avidely  opened,  the  tongue  pulled  forward,  the  cut  surface 
dabbed  over  Avith  a pledget  of  avooI  soaked  in  a 20%  solution  of  eucaine, 
and  carefully  examined.  Any  spouting  vessel  should  be  seized  in  artery 
forceps  and  tied  Avith  catgut,  while,  if  the  surface  simply  oozes  freely, 
sucking  a piece  of  ice  Avrapped  up  in  muslin  Avill  check  it  readily.  When 
the  wound  is  large,  it  is  a good  plan  to  put  in  one  or  tAvo  catgut  stitches 
deeply  through  its  edges  so  as  to  press  the  lateral  surfaces  together ; this 
both  arrests  the  bleeding  and  closes  the  Avound.  As  a rule,  Avhen  this  has 
been  done,  the  Avound  heals  without  much  trouble,  even  though  a large 
portion  of  the  tip  of  the  tongue  may  have  been  freely  detached.  All  the 
necessary  manipulations  are  quite  easily  done  under  eucaine. 

An  antiseptic  mouth-wash,  such  as  equal  parts  of  a saturated  boracic 
solution  and  hot  Avater,  a tablespoonful  to  the  pint  of  sanitas,  or  a A'ery 
Aveak  solution  of  permanganate  of  potash,  should  be  used  at  frequent 
intervals.  For  48  hours  the  patient  should  be  kept  on  a liquid  diet, 
Avhich  should  be  directed  along  the  sound  side  of  the  mouth,  the  head 
being  held  over  to  that  side  in  order  to  facilitate  the  passage  of  the  food  ; 
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immediately  afterwards  the  mouth  should  be  thoroughly  rinsed  out  with 
the  mouth-wash  prescribed. 

BURNS  AND  SCALDS.  — These  are  not  uncommon  in  children, 
who,  playing  with  the  spout  of  a kettle,  inhale  the  steam  or  swallow  the 
boiling  water.  It  may  also  result  from  the  accidental  or  intentional 
-swallowing  of  caustic  fluids,  such  as  a mineral  acid  or  a caustic  alkali. 
As  a rule,  the  effect  of  the  irritant  upon  the  tongue  is  quite  overshadowed 
by  the  symptoms  produced  by  the  burn  or  scald  of  the  pharnyx  which 
almost  invariably  accompanies  it.  The  tongue,  however,  swells  up  and 
becomes  very  painful,  being  profusely  blistered  or  actually  ulcerated,  and, 
if  there  be  much  swelling  towards  its  base,  respiration  may  be  seriously 
interfered  with. 

Treatment. — The  best  thing  is  to  prick  any  blisters  at  once  and  make 
the  patient  suck  ice ; should  excessive  swelling  occur,  superficial  incisions 
should  be  made  in  the  tongue  to  allow  of  the  escape  of  the  oedematous 
fluid.  These  incisions  should  run  parallel  to  the  raphe,  and  should  be 
made  from  behind  forwards  over  the  swollen  portions  of  the  tongue.  They 
need  only  go  through  the  mucous  membrane ; eucaine  gives  a sufficient 
anaesthesia. 


INFLAMMATORY  AFFECTIONS  OF  THE  TONGUE. 

Two  forms  of  inflammation  of  the  tongue  may  be  met  with, — the 
parenchymatous  and  the  superficial  glossitis, — and  either  may  be  acute 
or  chronic. 

ACUTE  PARENCHYMATOUS  GLOSSITIS.— This  is  a compara- 
tively rare  affection,  but  it  may  follow  various  infectious  fevers,  such  as 
erysipelas  or  scarlet  fever  ; in  a minor  degree  it  may  result  from  mercurial 
poisoning,  it  may  occur  as  a sequel  to  some  ulcer  of  the  tongue  or  floor 
of  the  mouth,  or  it  may  be  caused  by  a bite  or  sting  of  a venomous  insect. 
Sometimes  the  affection  implicates  the  whole  of  the  tongue,  sometimes,  but 
more  rarely,  one  half  alone  (hemi-glossitis)  or  the  base  alone  may  be 
affected. 

If  seen  early  and  carefully  treated,  the  condition  generally  ends  in 
resolution,  but  sometimes  suppuration  takes  place  and  an  abscess  forms, 
usually  between  the  genio-hyo-glossi  muscles.  When  the  inflammation  is 
acute,  and  especially  when  it  affects  the  base  of  the  organ,  there  may  be 
dangerous  embarrassment  to  respiration. 

This  form  of  glossitis  may  also  be  the  starting  point  of  the  condition 
known  as  Ludwig’s  angina,  which  is  described  in  connection  with  ulceration 
of  the  floor  of  the  mouth  (see  Chap.  V.). 

Treatment. — The  first  essential  is  to  diminish  the  swelling  of  the 
tongue ; should  suppuration  occur,  the  abscess  must  be  opened.  In  the 
first  instance  a purge  (calomel  grs.  v.  or  mist.  alb.  3 jss.)  should  be  adminis- 
tered, and,  unless  the  condition  be  very  urgent,  an  antiseptic  mouth-wash 
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(boric  acid,  sanitas,  Condy’s  fluid,  etc.),  as  hot  as  the  patient  can  conveniently 
bear  it,  should  be  used  about  every  half  hour.  If  the  case  be  acute,  but 
still  without  embarrassment  to  respiration,  four  or  five  leeches  (see  Part  I., 
p.  5)  may  with  advantage  be  applied  externally  to  the  hyoid  region.  Should 
these  measures  fail  to  relieve  the  swelling,  or  should  the  latter  be  so  marked 
as  to  give  rise  to  dyspnoea,  the  best  plan  is  to  make  free  incisio7is  into  the 
tongue  under  a general  anaesthetic,  such  as,  gas  or  gas  and  oxygen.  The 
incisions  should  be  made  on  the  dorsum  on  one  or  both  sides  of  the  organ 
according  as  half  or  the  whole  of  it  is  affected,  and  should  run  parallel 
to  the  long  axis  of  the  tongue  throughout  its  whole  length,  and  should 
extend  well  down  into  the  muscular  tissue.  Bleeding  should  be  encouraged 
by,  the  employment  of  hot  boracic  mouth-washes  after  the  effect  of  the 
anaesthetic  has  passed  off.  The  object  of  the  incisions  is  to  permit  of  the 
free  escape  of  the  oedematous  fluid,  and  so  to  diminish  the  size  of  the- 
tongue. 

Abscess  of  the  tongue. — The  situation  of  the  abscess  varies  very 
much ; perhaps  it  is  most  common  among  the  muscles  below  the  tongue, 

so  that,  by  pulling  up  the  organ  with  forceps,  incising  the  mucous  membrane 

in  the  middle  line  or  a little  to  one  side — taking  care  to  keep  well  internal 
to  the  ranine  arteries — and  then  pushing  sinus  forceps  into  the  substance 
of  the  tongue  in  the  direction  of  the  abscess,  the  pus  can  usually  be 

evacuated.  A free  opening  should  then  be  made  and  drainage  provided 

for  by  introducing  a strip  of  gauze  into  the  cavity ; this  should  be  changed 
twice  daily  until  the  cavity  has  closed  sufficiently  to  make  drainage  un- 
necessary. This  will  usually  be  the  case  in  three  or  four  days,  and  it 
will  be  then  only  necessary  to  continue  with  the  antiseptic  mouth-washes 
(see  p.  2). 

When  the  abscess  is  large  and  extends  downwards  for  some  distance,  the 
best  plan  is  to  make  a counter-opening  beneath  the  symphysis  and  to 
introduce  a drainage  tube  j unless  this  be  done,  the  abscess  will  not  drain 
properly,  the  inflammation  may  continue,  and  a troublesome  sinus  may  form 
below  the  chin.  On  the  whole  it  will  probably  be  more  satisfactory  to 
open  a very  large  abscess  of  this  kind  from  the  outside. 

Antiseptic  mouth-washes  (see  p.  2)  should  be  employed  afterwards,  and 
the  condition  will  subside  quickly  unless  there  be  a streptococcal  inflam- 
mation and  the  condition  known  as  Ludwig’s  angina  (see  p.  64)  sets  in. 

ACUTE  SUPERFICIAL  GLOSSITIS.  — This  affection  is  not  very 
common. 

I.  The  most  common  form  is  that  met  with  in  connection  with  a growth 
of  the  oidium  albicans  in  children, — the  condition  known  as  ^'thrush."  In 
this  condition,  which  may  or  may  not  be  serious,  little  whitish  patches  like 
curd  of  milk  appear  on  the  tongue  and  mucous  membrane  of  the  mouth, 
tonsils  or  pharynx,  increase  in  size  rapidly,  and  coalesce  to  form  fairly 
large  patches ; the  affection  may  spread  to  some  extent  on  to  the  pharynx. 
The  child  is  generally  ill,  and  there  is  usually  bad  diarrhoea.  The  affection 
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also  occurs  in  adults,  and  especially  those  who  are  prostrated  by  severe 
disease  such  as  phthisis.  The  condition  is  due  to  the  growth  of  the 
oidium  albicans  in  the  superficial  layers  of  the  epithelium,  and  is  predis- 
posed to  by  imperfect  nutrition  such  as  results  from  starvation,  debilitating 
illnesses,  etc. 

2.  Acute  superficial  glossitis  often  accompanies  ulceration  of  the  mucous 
membrane  of  the  mouth — the  so-called  ulcerative  stomatitis. 

3.  In  some  cases  an  eruption  of  herpes  occurs  on  one  half  of  the 
tongue  leading  to  a superficial  inflammation  accompanied  by  the  formation  of 
vesicles  and  minute  ulcers. 

4.  Lastly,  acute  superficial  glossitis  may  also  occur  in  connection  with 
foot  and  i?wuth  disease. 

Treatment. — i.  Cy  “ thrush." — In  the  first  place  the  strictest  cleanliness 
must  be  observed  with  regard  to  the  feeding  vessels  \ the  proper  sterilisation 
of  the  milk,  from  which  the  organism  usually  comes,  is  very  important. 
The  patches  should  be  brushed  well  over  with  a camel’s  hair  brush  kept  in 
a 1-20  carbolic  acid  solution,  or  with  a piece  of  linen  previously  sterilised 
by  boiling.  The  best  application  is  glycerinum  boracis  painted  on  several 
times  a day  either  pure  or  diluted  with  a little  water.  A dose  of  calomel 
(grs.  i.-ii.)  should  be  given  occasionally  to  clear  out  irritating  material 
from  the  bowels,  and  the  patient  should  be  placed  under  the  best 
hygienic  conditions  possible.  As  a rule  the  affection  subsides  rapidly 
under  this  treatment. 

2.  Of  ulcerative  stomatitis. — Here  the  treatment  of  the  inflammation 
of  the  tongue  is  merely  a part  of  the  general  treatment  necessary  for  the 
primary  condition,  the  ulcerative  stomatitis  (see  Part  V.,  Chap.  XVII.). 

3.  Of  herpetic  inflammation. — This  condition  is  very  mild  and  calls  for 
little  treatment  beyond  the  use  of  antiseptic  mouth-washes,  such  as  chlorate 
potash  (grs.  xv.  to  the  oz.),  sanitas,  etc.  After  the  condition  has  lasted 
for  a short  time  it  is  well  to  employ  a more  astringent  form  of  mouth- 
wash, such  as  one  containing  alum  (grs.  ii.-v.  to  the  oz.). 

Sub-acute  superficial  glossitis. — The  sub-acute  forms  of  superficial 
glossitis  met  with  arc  chiefly  of  clinical  and  pathological  interest,  as  there 
is  little  to  be  done  for  them  in  the  way  of  treatment.  Chief  among  them 
is  the  condition  variously  described  as  “ wandering  rash,”  “ ringworm  of 
the  tongue,”  etc.,  which  consists  of  smooth,  red,  slightly  elevated  patches 
of  a circular  or  oval  shape.  These  run  together,  or  the  rings  enlarge 
and  lose  their  circular  shape,  or  disappear  in  one  place  and  appear  in 
another.  The  condition  is  usually  discovered  accidentally,  although  in 
some  cases  it  gives  rise  to  troublesome  itching.  The  disease  occurs  mainly 
in  children,  and  its  cause  is  quite  unknown. 

Treatment. — This  chiefly  consists  in  the  employment  of  tonics  internally, 
combined  with  various  local  anodyne  and  antiseptic  applications.  Although 
the  condition  may  not  yield  to  treatment,  the  patient  may  be  assured 
that  it  is  not  likely  to  be  followed  by  any  serious  result. 
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CHRONIC  SUPERFICIAL  GLOSSITIS.-The  forms  of  chronic 
superficial  glossitis  are  variously  described  under  the  names  “leucoma,” 
“ichthyosis,”  “smokers’  patch,”  etc.  The  condition  is  not  amenable  to 
treatment  to  any  marked  degree,  but  its  importance  depends  upon  the 
prognosis ; the  more  severe  forms  especially  very  often  end  in  epithelioma, 
so  that,  even  though  the  condition  cannot  be  cured,  it  requires  careful 
watching  for  the  first  appearance  of  cancerous  disease. 

Pathology. — The  disease  varies  in  severity  in  different  cases,  the 
least  severe  form  being  probably  that  which  occurs  in  connection  with 
smoking.  It  is  a chronic  inflammation  of  the  tongue,  the  sub-mucous 
tissue  being  infiltrated  with  cells,  and  the  papillae  in  most  cases  dis- 
appearing and  leaving  a smooth,  shiny  patch  which  shows  up  well  on 
drying  the  tongue.  The  epithelium  becomes  heaped  up  on  the  surface, 
and  there  the  patch  appears  to  be  covered  with  a bluish  layer  which  is 
whitish  at  the  thicker  parts,  where  it  may  also  be  indurated  and  fissured. 
The  affection  generally  occurs  between  the  ages  of  forty  and  fifty,  and  is 
more  frequent  in  men  than  in  women.  Its  causes  are  quite  unknown, 
but  it  is  usually  attributed  to  long-continued  irritation  of  the  tongue. 
Smoking,  alcohol  and  the  irritation  of  carious  teeth  are  potent  factors 
in  its  production.  It  is  possible  also  that  syphilis  predisposes  to  it. 

Prognosis. — The  great  importance  of  the  disease  rests  on  the  prognosis. 
Treatment  has  little  effect  upon  it,  and  the  tendency  is  for  it  to  spread, 
and  it  not  infrequently  extends  to  the  cheek.  The  patches,  which  at 
first  are  small  and  of  a bluish  tint,  generally  thicken,  so  that  in  some 
cases  the  condition  described  as  “ichthyosis  linguae”  may  occur,  and 
may  be  accompanied  by  widespread  cracks  and  fissures.  In  other  cases 
the  patch,  after  remaining  stationary  for  years,  gradually  develops  on  the 
surface  a warty  growth,  which,  although  at  first  possibly  non-malignant,. 
is  very  likely  to  become  the  seat  of  epithelioma.  In  other  cases  again,, 
one  of  the  fissures  in  the  patch  gradually  deepens,  its  edges  harden  and 
epithelioma  develops.  It  is  on  account  of  this  strong  tendency  to  the 
development  of  epithelioma  that  the  disease  is  so  highly  important,  for 
usually  the  subjective  symptoms  are  slight,  and  in  the  milder  cases  the 
condition  is  only  discovered  by  accident. 

Treatment. — 1.  Prophylactic. — Bearing  in  mind  the  tendency  to  the 
occurrence  of  epithelioma,  and  at  the  same  time  the  improbability  of 
curing  the  disease,  care  must  be  taken  to  avoid  anything  that  can  irritate 
and  lead  to  the  development  of  cancer.  In  the  first  place  it  is  obvious 
that  the  known  causes  of  irritation  of  the  tongue  should  be  avoided, 
such  as  smoking,  and  its  frequently  associated  free  use  of  alcohol.  The 
consumption  of  very  sweet  or  highly-spiced  foods  should  be  prohibited. 
As  a rule  it  is  well  to  interdict  smoking,  but  in  habitual  smokers  the 
occasional  use  of  mild  tobacco  need  not  be  absolutely  forbidden  ; chewing 
tobacco  must  however  be  entirely  stopped.  The  diet  should  be  regulated, 
and  any  dyspeptic  condition  got  rid  of.  All  sources  of  irritation,  such  as. 
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stumps,  rough  teeth,  badly-fitting  tooth-plates,  etc.,  must  be  most  rigorously 
investigated  and  remedied,  because  it  is  generally  in  connection  with  some 
injury  from  these  causes  that  the  epitheliomatous  condition  arises. 

2.  Local. — The  greatest  care  must  be  exercised  not  to  employ  irritating 
applications.  Caustics  should  be  entirely  avoided,  and,  as  the  disease  is 
not  likely  to  be  cured,  the  local  treatment  should  consist  essentially  in 
soothing  applications  calculated  rather  to  enable  one  to  keep  a watch 
on  the  patient  than  to  effect  any  marked  improvement  in  the  disease. 
Alkaline  washes,  such  as  bicarbonate  of  soda  (grs.  x.-xv.  to  the  oz.),  chlorate 
of  potash  (grs.  v.-xv.  to  the  oz.),  and  solutions  of  the  glycerinum  boracis 
are  useful  and  give  the  most  relief.  The  use  of  salicylic  acid  and  strong 
solutions  of  chromic  acid  which  are  sometimes  applied  to  the  surface  of  the 
ulcer  are  dangerous  as  they  cause  irritation,  and  no  attempt  should  be  made 
to  destroy  the  thickened  epithelium.  Butlin  advocates  the  employment  of 
ointments  the  basis  of  which  is  2 parts  of  vaseline  with  6 of  lanoline ; with 
this  various  drugs,  such  as  borax,  cocaine,  morphine,  etc.,  are  combined. 
In  applying  it,  the  tongue  is  first  dried,  a small  portion  of  the  ointment  is 
laid  upon  it  and  rubbed  in  by  the  patient  pressing  the  tongue  against  the 
hard  palate  and  moving  it  to  and  fro.  This  form  of  treatment  seems  to 
be  specially  indicated  in  those  who  sleep  with  the  mouth  open,  and  who 
generally  suffer  considerably  from  a hard,  dry  tongue  in  the  morning. 
When  the  condition  is  associated  with  psoriasis  elsewhere,  the  administration 
of  arsenic  may  be  beneficial,  but  in  ordinary  cases  of  leucoma  the  drug 
seems  to  be  without  effect. 

A very  important  question  is  whether  an  attempt  should  be  made  to 
remove  the  leucomatous  patch.  Some  have  advocated  that  in  bad  cases 
of  this  character,  especially  those  to  which  the  term  “ ichthyosis  ” may  be 
justly  applied,  in  which  carcinoma  is  certain  to  follow,  ut  is  well  to  extirpate 
the  leucomatous  area.  This  may  seem  a severe  procedure,  but,  when 
there  is  a marked  localised  thickening  of  the  tongue,  especially  when  accom- 
panied with  induration  or  fissures,  excision  of  the  patch  together  with  a 
portion  of  the  deeper  tissues  is  certainly  advisable.  Similarly,  where  there 
are  warty  excrescences,  the  area  should  be  freely  removed,  but  it  is 
unnecessary  to  remove  the  whole  or  even  half  of  the  organ  unless  there 
be  evidence  of  actual  epithelioma. 

Limited  patches  of  this  kind  are  excised  by  a more  or  less  wedge- 
shaped  incision,  the  base  of  the  wedge  being  at  the  mucous  surface  so  as 
to  allow  the  gap  to  be  closed  with  stitches.  The  bleeding  is  arrested, 
any  spouting  vessels  are  ligatured,  and  the  raw  surface  is  closed  by  catgut 
stitches,  which,  if  inserted  deeply  and  tied  firmly,  will  stop  the  oozing  by 
pressure. 

Cases  of  leucoma  should  be  seen  regularly  every  three  or  four  months, 
not  so  much  with  the  view  of  doing  anything  as  to  keep  a watch  for  signs 
of  malignant  disease.  It  does  not  do  to  prescribe  for  patients  with  leucoma 
and  allow  them  to  go  away  under  the  impression  that  everything  has  beeir 
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done  that  is  required.  At  the  same  time  of  course  one  must  be  careful 
not  to  frighten  the  patient,  as  the  dread  of  epithelioma  may  become  a 
perpetual  nightmare. 


SIMPLE  ULCERS  OF  THE  TONGUE. 

Ulcers  occur  on  the  tongue  under  various  conditions,  and  may  be 
spoken  of  generally  as  belonging  to  one  of  the  following  classes : Simple 
or  non-specific,  tuberculous,  syphilitic  and  cancerous  ulcers.  In  addition 
to  these  there  are  the  rarer  forms  that  occur  in  connection  with  leprosy 
or  actinomycosis.  We  shall  only  consider  here  the  simple  ulcers ; these  are 
due  to  various  causes,  and  their  treatment  will  to  a certain  extent  depend 
upon  the  cause. 

TRAUMATIC  ULCER.— A very  common  form  of  simple  ulcer  is  due 
to  an  injury  such  as  is  produced  by  the  irritation  of  rough  teeth.  It 
occurs  especially  about  the  tip  or  borders  of  the  tongue,  and  the  surface 
of  the  sore  is  generally  irregular  and  sharply  cut,  with  considerable  redness 
of  the  tissues  around ; the  ulcer  is  often  associated  with  dyspepsia. 

DYSPEPTIC  ULCER.  — Ulcers  occurring  in  connection  with  dyspepsia 
are  often  spoken  of  as  “dyspeptic  ulcers,”  although  their  exact  relation  to 
the  stomachic  condition  is  not  very  clear.  The  ulcers  are  generally  situated 
about  the  tip  of  the  tongue  or  on  the  dorsum  near  the  tip,  but  they  may 
appear  on  the  inner  surface  of  the  cheek,  and  they  are  always  exquisitely 
tender.  In  addition  to  the  ulcer  there  is  often  an  irritable  condition  of 
the  tongue  in  the  neighbourhood,  and  the  organ  is  generally  thickly  furred. 
In  some  dyspeptics  there  may  be  a superficial  glossitis,  not  amounting  to 
actual  ulceration,  which  causes  much  discomfort,  smarting  and  burning. 

LEUCOMATOUS  ULCER.— Ulceration  is  not  uncommon  in  long- 
standing cases  of  chronic  superficial  glossitis.  The  ulcers  occur  about  the 
centre  of  the  leucomatous  patches,  and  are  often  sensitive  and  difficult  to 
get  rid  of.  Sometimes  the  ulcer  is  very  chronic,  irregular  in  shape,  like 
a deep  fissure,  and  resembles  a callous  ulcer  of  the  skin. 

MERCURIAL  ULCER.— Ulceration  may  also  occur  from  the  too 
free  administration  of  mercury  and  is  an  exaggerated  form  of  mercurial 
stomatitis. 

DIPHTHERITIC  ULCER. — Ulcerations  of  the  tongue  are  also  seen 
in  diphtheria,  in  gangrenous  stomatitis  or  in  noma  (see  Part  I.,  p.  8o). 

Treatment. — Of  traumatic  ulcer. — The  first  thing  is  to  ascertain 
the  cause  atid  to  remove  it.  This  is  especially  advisable  in  the  form  of 
ulcer  due  to  irritation  from  rough  teeth,  because  these  ulcers  are 
extremely  liable  to  develop  into  carcinoma  in  susceptible  subjects. 
Any  carious  teeth  should  be  filed  and  stopped  or  removed.  In 
elderly  subjects  the  teeth  should  be  removed  at  once  if  there  be  any 
reason  to  doubt  that  milder  measures  will  be  successful.  The  mouth 
must  be  thoroughly  cleansed,  the  remaining  teeth  scaled  and  cleane 
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if  necessary,  and  an  antiseptic  mouth-wash  of  sanitas  or  weak  glycerine 
and  bora.K  frequently  employed.  If  the  ulcer  does  not  heal  at  once  it  may 
be  painted  once  or  twice  daily  with  a 2%  solution  of  chromic  acid.  At 
the  same  time  attention  must  be  paid  to  the  state  of  the  bowels  and  any 
dyspepsia  appropriately  treated.  The  exquisite  pain  that  is  met  with  in 
some  of  these  cases  may  prevent  the  patient  eating  with  any  comfort,  and 
this  symptom  may  be  successfully  treated  by  the  local  application  of  a 10% 
solution  of  eucaine  to  the  surface  of  the  sore  immediately  before  food ; this  will 
allay  the  pain  and  enable  the  food  to  be  masticated  in  comfort.  If  the 
ulcer  refuges  to  heal  after  this  treatment  it  is  well  to  examine  a portion 
microscopically  to  make  sure  that  the  case  is  not  one  of  commencing 
epithelioma. 

Of  dyspeptic  ulcer. — When  the  ulcer  is  due  solely  to  dyspepsia 
this  must  receive  the  treatment  appropriate  to  the  particular  form  present. 
In  any  case  it  is  well  to  clear  the  bowels  in  the  first  instance  and  to  see 
that  they  are  kept  open  daily.  The  drugs  most  frequently  useful  are 
bicarbonate  of  soda,  rhubarb  and  gentian,  but  of  course  these  must  be 
varied  according  to  the  essential  nature  of  the  disease,  and  the  diet  must 
be  regulated  accordingly ; all  irritating  food  must  be  avoided,  and  the 
food  should  be  soft  and  non-irritating. 

In  the  local  treatment  the  cleansing  of  the  mouth  with  frequent 
gargles  of  sanitas,  chlorate  of  potash  or  boro-glyceride  will  be  necessary. 
If  the  ulcers  be  painful,  touching  them  occasionally  with  2°/^  solution 
of  chromic  acid  will  often  relieve  the  pain.  If  healing  be  very  slow, 
astringent  lotions  such  as  weak  solutions  of  alum  (grs.  ii.-v.  to  the  oz.) 
must  be  employed,  and  iron  should  be  administered  internally  in  the 
form  of  pil  ferri  (grs.  v.-xv.  t.d.s.)  or  syrup  of  the  iodide  of  iron  (3ss-j). 

Of  leucomatous  ulcer. — These  ulcers  are  usually  very  difficult  to 
treat,  as  they  often  remain  unhealed  for  a long  time,  and,  owing  to  the 
thickness  of  the  tissues  around,  they  may  present  all  the  appearances  of  a 
callous  ulcer.  In  the  first  place  all  causes  of  irritation  must  be  removed, 
and  antiseptic  and  astringent  washes,  such  as  alum  or  tannin  (grs.  ii.-v. 
to  the  oz.),  should  be  employed.  In  patients  under  middle  age  solu- 
tions of  cliromic  acid  (commencing  with  2°/^  and  increasing  up  to  io7„) 
are  useful  and  should  be  painted  on  the  ulcer  twice  or  thrice  daily. 

In  very  chronic  cases  the  best  treatment  is  to  excise  the  ulcer  when  it 
is  found  that  it  will  not  heal  under  careful  treatment.  When  the  sore  is 
the  centre  of  a limited  patch  of  leucoma,  excision  of  the  entire  patch 
along  with  the  ulcer  is  advisable,  and  should  be  done  in  the  manner 
described  for  leucoma  (see  p.  7). 

Of  mercurial  ulcer. — In  mercurial  stomatitis  the  inflammation  tends 
to  involve  the  tongue  as  well  as  the  gums  and  cheek,  and  may  lead 
both  to  inflammation  of  the  tongue  and  to  ulceration.  The  immediate 
removal  of  the  patient  from  the  influence  of  the  drug  is  obviously  called 
for  here,  whether  it  has  been  given  internally  for  syphilis  or  whether  the 
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affection  occurs  in  a patient  working  in  mercury.  Besides  this,  a saline 
aperient  should  be  given,  and  a mixture  containing  10-15  grains  of 
chlorate  of  potash  should  be  administered  three  times  a day.  At  the 
same  time  careful  attention  to  the  hygiene  of  the  mouth  is  essential,  the 
teeth  being  thoroughly  brushed  frequently  with  an  antiseptic  tooth  powder 
containing  chlorate  of  potash,  carbolic  acid  and  some  astringent,  such  as. 
areca  nut,  or  catechu. 


CHAPTER  II. 


SYPHILIS  AND  TUBERCULOSIS  OF  THE  TONGUE. 

SYPHILIS  OF  THE  TONGUE. 

Lingual  syphilis  is  very  common,  and  may  be  met  with  in  all  stages  of 
the  disease. 

Primary  chancre  is,  however,  comparatively  rare  on  the  tongue, 
as  it  generally  occurs  on  the  lip  or  in  the  region  of  the  tonsil  when  it 
affects  the  mouth.  A chancre  of  the  tongue  is  usually  situated  towards 
the  tip  or  the  anterior  part  of  the  dorsum. 

Mucous  patches. — These  are  extremely  common  in  the  course  of 
secondary  syphilis,  and  may  be  met  with  on  any  part  of  the  tongue, 
being  most  frequent  about  its  borders.  They  may  occur  also  in  the 
congenital  form  of  the  disease,  and  are  usually  multiple  and  accompanied 
by  other  manifestations  of  the  disease  elsewhere.  • The  patches  vary  in 
appearance  according  to  their  situation  on  the  tongue ; when  on  the  side 
they  form  elongated  or  oval  areas,  and  are  often  fissured  or  ulcerated  in 
the  centre  and  very  painful ; on  the  dorsum  the  ulceration  is  not  so 
marked,  and  the  patch  is  generally  smooth  with  whitish  margins  ; while 
on  the  under  surface  they  may  present  the  warty  appearance  of  the 
typical  mucous  patch. 

In  tertiary  syphilis  either  sclerosing’  glossitis  (localised  areas  of 
inflammation  with  thickening  of^-the  tissues  beneath)  or  typical  gummata 
may  be  met  with.  The  first  form  causes  deep  fissures  and  ulcers  on  the 
tongue  which  are  very  typical.  In  the  earlier  stages  they  give  rise  to 
thickened  patches  of  variable  size,  characterised  by  their  white  appearance, 
which  somewhat  resembles  leucoma,.  and  these  areas  are  very  liable  to 
fissures  or  somewhat  widespread  ulceration. 

The  most  frequent  form  of  tertiary  lesion  is  however  a gumma,  which 
may  appear  at  any  time  during  the  tertiary  stage.  Gummata  are  seen 
either  on  the  surface  of  the  tongue  or  deep  in  the  muscular  tissue ; the 
more  deeply-seated  forms  are  usually  near  the  middle  line.  They  may 
be  single  or  multiple,  and  gradually  break  down  and  lead  to  a comparatively 
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deep  ulcer.  The  ulcers  to  which  they  give  rise  present  a fairly 
typical  appearance,  being  usually  deep  and  conical,  with  a foul  sloughy 
surface,  and  without  the  raised  everted  edge  so  typical  of  epithelioma.  At 
the  same  time  there  is  often  considerable  induration  about  the  ulcer, 
especially  after  some  little  time  has  elapsed,  and  it  is  not  always  easy  to 
make  a diagnosis  between  it  and  the  cancerous  form.  It  is  worthy  of 
note  also  that  these  ulcers  are  frequently  followed  by  the  development  of 
epithelioma.  The  ulcers  are  nearly  always  preceded  by  gummata,  and  a 
careful  enquiry  into  the  history  will  generally  elicit  the  fact  that  a lump 
existed  before  the  ulceration  occurred. 

Treatment. — In  the  primary  and  secondary  stages  the  patient 
must  be  treated  on  ordinary  lines  for  syphilis  generally  (see  Part  L, 
Chap.  XII.).  In  dealing  with  mucous  tubercles,  the  local  application  of 
calomel  is  very  valuable.  The  tongue  should  be  held  out  of  the  mouth 
and  carefully  dried,  and  then  a mixture  of  calomel  with  equal  parts  of 
boracic  acid  and  starch  should  be  blown  or  dusted  upon  the  surface. 
This  should  be  done  twice  or  thrice  daily,  while  at  the  same  time  the 
patient  is  brought  under  the  influence  of  mercury  in  one  of  the  ways 
already  described  (see  Part  L,  Chap.  XII.). 

The  secondary  ulcerations  are  often  very  painful,  and  this  symptom  is 
best  treated  by  the  occasional  application  of  solid  nitrate  of  silver.  In 
obstinate  cases,  painting  the  affected  area  over  once  or  twice  a day  with 
a io°/„  solution  of  chromic  acid  is  of  great  use.  The  patient  should 
be  limited  to  soft  food,  and  must  avoid  smoking  and  anything  acid  or 
extremely  hot  or  cold.  In  the  very  bad  cases,  marked  by  excessive  pain 
which  renders  sleep  and  feeding  matters  of  the  greatest  difficulty,  the 
patient  will  go  downhijl  in  spite  of  the  administration  of  mercury,  unless 
it  be  given  in  such  a way  as  to  get  him  very  rapidly  under ; intra-muscular 
injections  (see  Part  I.,  p.  234)  are  especially  valuable  here.  The  local 
application  of  cocaine  to  the  affected  spot  in  order  to  enable  the  patient 
to  take  food  in  comfort  (see  p.  9)  is  sometimes  very  useful. 

In  treating  the  tertiary  ulcers,  the  chief  reliance  must  be  placed  upon 
the  administration  of  iodide  of  potassium  internally,  and  this  should  always 
be  given  in  large  doses,  commencing  with  15  grains  three  times  a day  and 
rapidly  increasing  the  dose  to  30  grains  or  even  more.  At  the  same  time 
it  is  well  to  combine  the  drug  with  mercury  (half  a drachm  to  a drachm 
of  the  Liq.  hydrarg.  perchlor.  with  each  dose).  All  irritating  applications, 
such  as  caustics,  should  be  carefully  avoided,  and  local  applications  should 
be  limited  to  mild  antiseptic  mouth-^'ashes.  Tobacco  and  alcohol  in  any 
form  should  be  forbidden,  and  highly-spiced  and  acid  articles  of  diet  must 
not  be  taken.  The  most  scrupulous  attention  should  be  paid  to  the  con- 
dition of  the  mouth ; rough  teeth  should  be  filed,  stumps  removed,  all  tartar 
taken  away,  and  the  teeth  kept  perfectly  clean.  This  is  very  important, 
because  epithelioma  is  very  liable  to  follow  if  these  sores  be  irritated.  When 
the  ulceration  takes  the  form  of  a deep  crack  in  the  tongue,  equal  parts  of 
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balsam  of  Peru  and  white  of  egg  painted  on  several  times  a day  with  a 
camel’s-hair  brush  is  often  beneficial,  and  an  alkaline  mouth-wash,  such  as 
carbonate  of  soda  (grs.  xv.-xx.  to  the  oz.)  is  of  great  use.  When  the  pain 
is  very  severe,  the  local  application  of  orthoform  may  be  useful ; the  surface 
of  the  sore  should  be  dried  before  it  is  applied.  In  very  bad  cases  it  may  be 
necessary  to  have  recourse  to  morphine  or  cocaine  to  give  temporary  relief. 

The  most  important  cases  are  those  in  which  the  sore  has  lasted  for 
some  time  and  induration  is  developing  about  the  sides  of  the  ulcer.  These 
cases  are  often  extremely  difficult  to  diagnose  from  epithelioma,  which,  more- 
over, as  we  have  already  said,  is  very  likely  to  follow  them.  Too  much 
stress  cannot  be  laid  on  the  importance  of  an  early  diagnosis,  and  this  car> 
only  be  satisfactorily  made  by  the  microscope,  and  therefore,  in  all  cases 
where  there  is  the  slightest  suspicion,  a portion  of  the  ulcer  should  be 
excised  and  submitted  to  microscopical  examination,  and,  while  this  is 
being  done,  the  patient  must  be  put  upon  large  doses  of  iodide  of  potassium. 
If  the  surgeon  attempts  to  make  up  his  mind  from  the  results  of  the 
administration  of  iodide  of  potassium,  two  or  three  weeks  at  least  are  lost 
before  the  diagnosis  is  certain,  even  in  the  most  favourable  cases,  and  it 
is  not  uncommon  to  find  that,  even  when  the  case  turns  out  to  be  one 
of  epithelioma,  considerable  improvement  follows  the  administration  of  iodide 
of  potassium  within  the  first  fortnight,  so  that  the  patient  and  the  surgeon 
may  be  deceived  into  allowing  still  more  valuable  time  to  elapse. 

TUBERCULOSIS  OF  THE  TONGUE. 

« 

This  condition  is  closely  analogous  to  that  already  described  on  the 
lower  lip  (see  Part  V.,  p.  115).  The  ulcers  may  be  primary,  or  may  be 
secondary  to  tuberculous  dise^e  elsewhere ; the  primary  form  is  extremely 
rare.  In  the  vast  majority  of  cases  ulceration  occurs  in  patients  who  are 
the  subjects  of  phthisis  or  tuberculosis  of  the  larynx  or  back  of  the  throat, 
and  the  actual  ulcer  is  usually  the  result  of  some  injury  such  as  irritation 
from  the  presence  of  a rough  tooth,  etc. 

The  ulcers  are  extremely  painful,  and  give  rise  to  very  serious  difficulty 
in  swallowing.  They  are  usually  about  the  tip  of  the  tongue,  although 
sometimes  they  may  appear  on  the  dorsum  further  back.  The  ulcer  varies 
from  a crack  at  the  tip  of  the  tongue  with  hard  edges,  on  separating  which 
a deep  fissure  may  be  found,  to  a very  superficial  erosion  beginning  in  a 
small  vesicle  and  spreading  from  that.  As  the  ulcer  increases  in  size  it 
becomes  irregular  in  shape,  and  its  surface  is  pale  and  flabby,  and  generally 
covered  with  yellowish  grey  mucus  ; the  edges  are  not  much  undermined  ; 
very  often  they  are  sharply  cut  and  redder  than  the  surrounding  parts.  The 
tongue  is  generally  somewhat  swollen.  The  ulcer  is  superficial  at  first,  but 
tends  to  extend  more  deeply  as  it  increases  in  size. 

Treatment. — This  may  either  be  radical  or  palliative.  Radical  measures 
are  indicated  when  the  ulcer  is  small,  single,  and  unaccompanied  by  advanced 
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tuberculous  disease  elsewhere,  and  is  especially  applicable  to  the  small  ulcers 
on  the  tip  of  the  tongue,  which  cause  the  patient  intense  agony  on  masti- 
cation or  articulation.  It  is  an  open  question  whether  the  more  extensive 

tuberculous  ulcers,  especially  when  associated  with  similar  disease  in  the 
larynx  or  lungs,  should  be  excised ; they  are  often  large,  and  excision  would 
imply  an  extensive  operation,  whilst  the  cut  surface  would  be  very  liable 
to  become  again  infected.  When  however  the  disease  in  the  lungs  is  more 
or  less  quiescent,  it  is  of  advantage  to  remove  the  ulcer  even  though  it  be 
extensive.  In  any  case  it  is  well  worth  while  removing  the  small  and 
exquisitely  painful  ulcers. 

(a)  Radical. — The  ulcer  is  best  removed  by  a wedge-shaped  excision,  the 

edges  of  which  are  accurately  stitched  together  again.  It  is  quite  useless 
to  cut  out  these  ulcers  and  to  leave  a raw  surface,  as  a second  infection 

would  be  extremely  liable  to  occur.  The  operation  has  been  already 

described  (see  p.  7),  and,  before  it  is  undertaken,  the  mouth  and  teeth 
should  be  thoroughly  cleansed.  After  the  operation  the  usual  antiseptic 
mouth-washes  should  be  employed. 

(b)  Palliative. — This  will  consist  in  attempts  either  to  remove  the 
tuberculous  surface  of  the  ulcer  or  merely  to  relieve  the  pain  and  incon- 
venience in  mastication  and  articulation.  Unless  the  patient  be  profoundly 
ill,  it  is  best  to  make  some  attempt  to  remove  the  surface  of  the  ulcer,  and 
this  may  generally  be  done  without  a general  anaesthetic,  although  the  latter 
is  more  satisfactory.  The  ulcer  is  thoroughly  swabbed  with  a 20%  solution 
of  eucaine  applied  on  a small  mop,  and  its  surface  is  then  carefully 
scraped  with  a small  sharp  spoon,  and  afterwards  sponged  over  with  undiluted 
carbolic  acid.  If  necessary,  this  may  be  repeated  several  times  until  healthy 
granulation  occurs.  A mouth-wash  of  boro-glyceride  or  sanitas  may  be 
used  after  the  operation,  and,  if  healing  be  delayed,  one  of  alum  or  tannin 
(grs.  ii.-v.  to  the  oz.)  should  be  substituted.  The  usual  constitutional 
treatment  of  tuberculous  disease  (see  Part  L,  p.  245)  should  of  course  be 
carried  out. 

When  the  ulcer  is  too  extensive  and  the  patient  is  too  weak  for  treatment 
of  this  kind,  it  is  sufficient  to  paint  the  surface  of  the  ulcer  with  a 20% 
solution  of  lactic  acid  every  day  or  every  alternate  day,  after  which  orthoform 
is  powdered  on  to  the  ulcer  a little  before  meals,  so  as  to  relieve  the  pain. 
Should  orthoform  fail,  the  local  application  of  a 10%  solution  of  eucaine  will 
be  efficient.  An  antiseptic  mouth-wash  should  be  employed  frequently,  all 
carious  teeth  and  stumps  should  be  treated,  and  the  patient  should  be  directed 
to  limit  the  movements  of  the  tongue  as  much  as  possible,  whilst  the  food 
should  be  soft  and  free  from  any  irritating  spices  or  similar  materials.  Plenty 
of  fluid  should  be  taken,  so  as  to  wash  out  the  mouth  and  facilitate  swallow- 
ing. As  an  alternative  to  eucaine  in  cases  where  the  pain  is  severe,  a small 
quantity  of  morphine  (a  sixth  of  a grain  mixed  with  a little  boracic  acid) 
may  be  dusted  on  the  ulcer  after  it  has  been  dried. 
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NON-MALIGNANT  TUMOURS  OF  THE  TONGUE. 

'Fhe  simple  tumours  that  occur  in  the  tongue  are  rare  and  several  need 
no  consideration.  Lipomata  and  fibromata  may  be  met  with  and  must 
be  enucleated  if  the  diagnosis  be  made ; in  any  doubtful  case  it  is  advisable 
to  cut  down  and  ascertain  its  nature  before  performing  a set  excision, 
as  the  simple  removal  of  a non-malignant  tumour  will  suffice  for  a cure. 

NyEVUS  OF  THE  TONGUE. 

Nasvus  of  the  tongue  is  not  uncommon  and  may  be  either  capillary 
or  venous-,  it  is  usually  unilateral.  If  small,  these  tumours  may  not  give 
rise  to  any  trouble,  the  only  accident  to  which  the  patient  is  liable  being 
htemorrhage  if  the  growth  be  injured ; as  the  result  of  the  htemorrhage 
there  may  be  septic  thrombosis.  When  however  a venous  nasvus  affects 
a considerable  area  of  the  tongue  and  increases  in  size,  the  case  is 
different.  Great  enlargement  of  the  organ  ensues  and  the  tongue  con- 
stantly gets  in  the  way  of  the  teeth  and  is  wounded,  the  patient  being 
thus  exposed  to  the  risk  of  serious  haemorrhage  and  septic  infection. 

Treatment. — This  must  vary  with  the  extent  and  progress  of  the 
affection  and  also  with  its  situation.  When  the  nievus  is  stationary  and 
is  situated  on  the  dorsum,  there  is  hardly  ever  any  need  for  operative 
interference.  The  tumour  should  be  watched  and  operative  interference 
carried  out  if  it  increases  in  size.  The  best  plan  then,  if  the  growth 
be  quite  small,  is  to  destroy  it  with  the  actual  cautery  at  a dull  red 
heat  so  as  to  sear  the  vessels  and  not  to  cut  through  them. 

When  the  naevus  is  on  the  side  of  the  tongue  and  is  small,  it  is 
constantly  liable  to  be  bitten  and  it  had  best  be  excised,  even  though  it 
be  not  increasing  in  size.  'I'liis  can  usually  be  done  by  a wedge-shaped 
incision  so  planned  as  to  go  well  clear  of  the  dilated  vessels.  A few 
ligatures  may  be  required,  but  as  a rule  the  htemorrhage  is  easily  con- 
trolled when  the  sides  of  the  wedge  arc  brought  firmly  together  by  cat- 
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gut  sutures  inserted  deeply.  Should  the  bleeding  be  excessive  and 
impossible  to  control  in  this  way,  the  raw  surface  should  be  seared  with 
the  actual  cautery,  but  this  should  be  avoided  if  possible  because  it 
interferes  with  healing  by  first  intention.  If  the  incision  goes  clear  of 
the  nsevoid  tissue  in  all  directions  the  bleeding  is  generally  trifling. 

The  serious  cases  are  the  extefisive  vefious  navi  ‘causing  a steady 
increase  in  the  size  of  the  tongue,  and  immediate  treatment  is  necessary 
on  account  of  the  liability  of  the  organ  to  injury.  Here  the  only  satis- 
factory method  is  excision ; other  methods,  such  as  electrolysis,  are 
inadmissible  because  of  the  great  danger  of  septic  thrombosis  and  fatal 
pyaemia  resulting  from  sepsis  spreading  along  the  needle-tracks.  Moreover, 
electrolysis  is  a very  tedious  and  uncertain  method.  A considerable 
portion  of  the  tongue  may  require  removal  and  it  is  well  to  ligature 
one  or  both  of  the  lingual  arteries  as  a preliminary,  according  to  the 
extent  of  the  tumour.  This  is  done  as  follows  : 

Ligature  of  the  lingual  artery.  — The  spot  chosen  for  tying  the 
vessel  in  continuity  is  usually  just  after  it  passes  beneath  the  hyo- 
glossus  muscle.  The  head  is  extended  upon  a suitable  sandbag  and 
turned  to  the  opposite  side,  with  the  chin  pointed  upwards  as  much  as 
possible.  A curved  incision  with  a downward  convexity  reaching  almost 
to  the  hyoid  bone  is  made  from  just  below  the  symphysis  to  the  lower 
border  of  the  jaw  at  about  the  anterior  edge  of  the  masseter  muscle.  The 
flap  thus  marked  out  and  containing  skin,  platysma,  and  superficial  fascia 
is  raised  and  retracted  or  stitched  over  the  jaw.  The  deep  fascia  covering 
the  submaxillary  salivary  gland  is  then  incised  along  the  lower  edge  of 
the  latter  and  the  gland  defined,  raised  and  pulled  up  out  of  the  way  with 
a retractor.  The  guides  to  the  vessel  are  now  sought  for.  In  front  the 
posterior  edge  of  the  mylo-hyoid  and  behind  the  posterior  belly  of  the 
digastric  are  defined  and,  if  necessary,  retracted.  The  anterior  belly  of 
the  latter  muscle  with  the  intervening  tendon  is  also  seen  and  the  latter 
should  be  pulled  firmly  downwards.  This  will  show  the  fibres  of  the 
hyo-glossus  muscle  deep  in  the  wound  and  the  next  step  is  to  define 
the  hypoglossal  nerve  which  crosses  it  horizontally  parallel  to  the  hyoid 
bone.  The  lingual  artery  lies  beneath  the  fibres  of  the  muscle  between 
the  nerve  and  the  bone.  Slightly  below  the  nerve  and  on  the  superficial 
aspect  of  the  hyo-glossus  is  the  vein,  which  more  or  less  accurately 
indicates  the  position  of  the  artery  on  the  other  side  of  the  muscle.  Vein 
and  nerve  are  now  pulled  a little  upwards  and  a transverse  incision  about 
half  an  inch  in  length  is  made  parallel  with  the  hyoid  bone  and  just 
above  it  and  the  artery  thus  exposed.  This  incision  must  be  made  with 
care  or  the  pharynx  may  be  opened.  The  artery  is  then  isolated  and  an 
aneurism  needle  passed  around  it  from  above  downwards.  The  wound  is 
sutured  and  the  ordinary  dressings  are  applied.  In  the  operation  great 
care  must  be  taken  to  define  and  raise  the  sub-maxillary  gland  efficiently 
and  without  wounding  it — an  accident  that  might  lead  to  a salivary 
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fistula.  The  chief  difficulty  of  the  operation  lies  in  finding  the  vessel 
beneath  the  hyo-glossus.  If  the  operator  fails  to  find  it  there  he  may 
trace  the  hypoglossal  nerve  backwards  until  the  lingual  is  seen  as  it  arises 
from  the  external  carotid. 

In  spite  of  this  however  the  bleeding  may  be  profuse,  so  that,  in  very 
extensive  cases,  it  is  well  to  control  the  circulation  by  temporary  ligatures 
passed  through  the  substance  of  the  tongue  well  beyond  the  excision  area. 
After  the  larger  vessels  have  been  tied,  any  oozing  is  easily  arrested  by 
firmly-tied  sutures  inserted  deeply  through  the  wound,  but  occasionally  it 
may  be  found  necessary  to  apply  the  actual  cautery  before  the  temporary 
ligatures  are  removed  or  even  to  leave  on  the  latter  and  allow  them  to 
come  away  by  ulceration.  In  either  case  of  course  healing  by  first  in- 
tention fails. 

If  the  nature  of  the  operation  permits,  the  edges  of  the  wound  (when 
clean-cut)  are  brought  together  by  catgut  sutures  passed  deeply  through 
the  muscular  substance,  and  a simple  antiseptic  mouth-wash  is  used  for 
a few  days.  The  stitches  usually  do  not  require  removal. 


LYMPHANGIOMA  OF  THE  TONGUE. 

This  is  not  uncommon  and  is  the  usual  cause  of  the  condition  known  as 
“ ?nacroglossia.”  The  typical  form  of  the  latter  condition  is  a congenital 
lymphangioma  of  the  tongue,  the  lymphatics  being  dilated  much  as  in  a 
venous  naevus.  Very  often  the  superficial  vessels  are  also  dilated  and  tortuous 
and  give  rise  to  vesicles  on  the  surface  of  the  organ  towards  the  tip  and 
edges.  At  first  the  tongue  is  quite  soft  and  does  not  cause  much  incon- 
venience, although  it  occasionally  swells  and  is  larger  than  it  should  be. 
The  superficial  dilated  lymphatics  however  are  very  easily  injured  and  this 
is  followed  by  inflammation  of  the  tongue  and  considerable  thickening,  and 
the  patient  is  liable  to  repeated  inflammatory  attacks  which  leave  the  organ 
firmer,  harder  and  larger  than  before.  After  a time  the  tongue  may 
become  too  large  for  the  mouth  and  is  firmly  pressed  against  the  teeth  of 
the  lower  jaw  or  may  even  hang  out  of  the  mouth  permanently.  The  result 
of  the  constant  pressure  on  the  lower  jaw  is  a very  marked  deformity. 
The  alveolar  border  and  the  teeth  project  forwards,  and,  if  allowed  to  persist, 
this  deformity  becomes  irremediable.  The  patient  has  difficulty  in  breathing, 
masticating  and  swallowing. 

Treatment. — The  condition  is  a very  serious  one  and  must  be  treated. 
In  former  days  various  methods,  such  as  igni-puncture,  electrolysis,  scarifica- 
tions, etc.,  were  employed,  but  they  never  really  cure  the  condition  and 
only  serve  to  set  up  inflammation  and  increase  the  growth  of  the  tongue. 
Ihe  only  method  which  promises  success  is  excision  of  wedge-shaped  portions 
of  the  organ  including  as  much  as  possible  of  the  lymphangiomatous  mass. 
These  operations  are  no  doubt  dangerous  and  may  be  followed  by  severe 
lymphangitis  just  as  are  operations  for  hydrocele  of  the  neck  and  other 
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lymphangiomatous  tumours ; the  more  so  as  the  wound  is  of  course  a 
septic  one.  When  however  repeated  attacks  of  inflammation  have  occurred 
and  a typical  macroglossia  has  been  produced,  the  lymphatics  are  widely 
blocked  already  and  there  is  not  the  same  risk  of  spreading  lymphangitis. 
The  condition  of  the  tongue  is  far  too  serious  to  be  left  alone,  notwith- 
standing the  certain  amount  of  risk. 

Operation. — Before  operation  the  mouth  must  be  scrupulously  cleansed, 
all  fur  removed  from  the  tongue,  and  the  teeth  scaled  and  cleaned.  A 
wedge-shaped  portion,  so  planned  as  to  include  the  greater  part  or  the 
whole  of  the  lymphangiomatous  region  and  large  -enough  to  reduce  the 
size  of  the  organ  to  its  proper  limits,  should  be  removed  from  the  tongue, 
and  this  should  be  done  as  early  as  possible,  before  any  deformity  of 
the  jaw  has  occurred.  The  bleeding  is  not  severe  and  generally  stops  when 
the  edges  are  brought  together ; it  will  very  seldom  be  necessary  to  have 
recourse  to  the  actual  cautery.  After  the  operation  the  wound  is  brought 
together  by  catgut  sutures  inserted  deeply,  and  antiseptic  mouth-washes,  such 
as  boro-glyceride  or  sanitas,  are  employed  frequently. 

Other  forms  of  macroglossia,  such  as  muscular  hypertrophy  and  in- 
flammatory enlargement  of  the  tongue,  are  described  but  they  are  not  true 
lymphangiomata.  Muscular  macroglossia  is  excessively  rare  and  inflanwiatory 
enlargements  of  the  tongue  are  never  so  extreme  as  to  deserve  the  name  of 
macroglossia. 


PAPILLOMATA  OF  THE  TONGUE. 

Warts  on  the  tongue  are  not  uncommon  and  are  important  mainly 
because  they  may  be  followed  by  epithelioma.  They  are  usually  peduncu- 
lated and  occur  on  the  dorsum  ; they  may  also  be  met  with  beneath  the 
tongue  in  the  neighbourhood  of  the  frenum.  The  warty  condition  of  the 
tongue  associated  with  leucoma  has  already  been  referred  to  (see  p.  6) ; 
in  this  condition  the  warts  are  usually  sessile  and  are  very  liable  indeed  to 
be  followed  by  epithelioma. 

Treatment. — The  removal  of  warts  of  the  tongue  is  imperative  and 
is  usually  quite  easy.  The  best  method  in  all  cases  is  to  enclose  the 
base  of  the  wart  in  an  elliptical  incision  which  is  carried  into  the 
substance  of  the  tongue  in  a wedge-shaped  manner  to  allow  the  edges  of 
the  wound  to  be  stitched  together  with  catgut  afterwards.  This  small 
operation  is  best  performed  under  some  general  anaesthetic,  but,  if  preferred, 
local  anaesthesia  by  cocaine  or  eucaine,  which  should  be  applied  both 
locally  to  the  surface  and  injected  into  the  tongue,  may  be  adopted. 
The  importance  of  operation  in  cases  of  very  extensive  warty  growths  in  a 
leucomatous  tongue  has  already  been  referred  to  (see  p.  7). 


CHAPTER  IV. 


CANCER  OF  THE  TONGUE : SARCOMA  AND  EPITHELIOMA. 

SARCOMA  OF  THE  TONGUE. 

Sarcoma  has  been  met  with  in  the  tongue  both  as  a primary  and  a 
.secondary  growth,  but  it  is  exceedingly  rare  and  its  treatment  presents  no 
feature  differing  from  that  of  sarcoma  elsewhere.  The  proper  plan  is  to 
remove  the  tumour  along  with  the  portion  of  the  tongue  in  which  it  is 
situated. 


EPITHELIOMA  OF  THE  TONGUE. 

This  is  the  most  important  disease  of  the  tongue  and  is  a very 
■common  and  particularly  malignant  form.  The  results  after  removal  are 
almost  more  unfavourable  in  the  tongue  than  anywhere  else.  It  is  said 
that  from  8%  to  io%  of  all  cases  of  cancer  occur  on  the  tongue.  A very 
much  larger  proportion  occurs  in  males  than  in  females.  The  most 
common  seat  of  the  growth  is  the  middle  and  anterior  part  of  the  edge 
of  the  tongue.  It  may  also  occur  in  the  posterior  part  of  the  organ  but 
very  often  is  then  an  extension  from  the  tonsil,  the  pillar  of  the  fauces  or 
the  pharynx. 

CAUSES. — Of  the  causation  of  lingual  cancer  nothing  more  is  known 
than  that  of  cancer  in  general.  Here  as  elsewhere  it  is  usually  ascribed 
to  some  form  of  irritation,  and  there  is  no  question  that  a rough  tooth  is 
a very  common  exciting  cause  in  a patient  predisposed  to  cancer. 
Smoking  is  another  of  the  chief  exciting  causes  assigned  to  the  disease 
and  no  doubt  the  constant  irritation  of  tobacco  in  a susceptible  subject 
plays  some  part.  At  the  same  time  we  are  inclined  to  think  that  its  role 
has  been  exaggerated. 

VARIETIES. — Epithelioma  of  the  tongue  appears  in  various  forms 
just  as  does  the  disease  elsewhere.  In  the  great  majority  of  cases  it  is 
a rapidly  growing  and  very  malignant  form.  It  may  occur  as  a crack  or 
fissure  with  hard  edges,  or  as  a prominent  sore  on  the  tongue  without 
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any  deep  ulceration  or  outgrowth.  Again  it  may  begin  -as  a warty  mass- 
with  a hard  base  and  edges  which  increases  and  forms  a cauliflower-like 
excrescence  yielding  a foul  discharge  and  characterised  by  deep  ulcerations- 
and  fissures  in  the  clefts  between  the  papillomatous  prominences.  Much 
more  rarely  the  tongue  becomes  indurated  without  any  marked  ulceration, 
and  without  being  warty,  and,  in  the  one  or  two  cases  of  this  variety  that 
we  have  seen,  the  disease  seems  to  progress  slowly  and  to  approximate 
more  nearly  to  the  atrophic  scirrhus  of  the  breast  than  to  the  ordinary 
tuberous  rapidly-growing  cancer  of  the  tongue. 

COURSE  . — The  cancer  is  at  first  superficial  and  the  patient’s  attention' 
may  be  drawn  to  it  simply  by  some  slight  pain  on  mastication  or  articu- 
lation. The  disease  however  spreads  not  only  superficially  along  the 
tongue  but  also  deeply  into  its  substance,  and  the  muscles  soon  become 
infiltrated  and  there  is  difficulty  in  protruding  the  organ.  This  is  most 
marked  when  the  disease  occurs  far  back,  and  in  these  cases  too  the 

pain  is  most  severe. 

AVhen  the  disease  is  situated  on  the  edge  of  the  tongue  or  floor  of 
the  mouth,  it  spreads  not  only  on  to  the  dorsum  but  also  along  the  floor 

of  the  mouth  and  thence  to  the  mucous  membrane  covering  the  lower 

jaw,  the  periosteum  and  bone  of  which  is  soon  affected. 

When  situated  at  the  back  of  the  tongue,  the  disease  spreads  to  the 
mucous  membrane  of  the  floor  of  the  mouth,  to  the  tonsil  and  anterior 
pillar  of  the  fauces,  the  pharynx  and  the  orifice  of  the  larynx,  while  at 
the  same  time  it  extends  upwards  on  to  the  soft  palate ; so  that  in  cases- 
of  extensive  disease  of  the  tongue  there  may  also  be  affection  of  the  tonsil, 
fauces  and  soft  palate.  In  other  cases  the  disease  in  the  tongue  apparently 
spreads  to  it  from  a primary  focus  in  the  palatal  or  tonsillar  region. 

When  the  disease  spreads  from  the  border  of  the  tongue  to  the  floor 
of  the  mouth  or  commences  in  the  latter  situation,  the  disease  reaches  the- 
lymphatic  glands  probably  at  a comparatively  early  period,  and  the 

sublingual  glands  soon  become  infiltrated.  It  is  very  seldom  indeed  that 
removal  of  the  tongue  alone,  even  at  a very  early  stage,  arrests  the- 
disease  altogether ; although  it  may  not  recur  in  the  mouth,  it  almost  in- 
variably reappears  in  the  neighbouring  lymphatic  glands. 

SYMPTOMS. — These  are  too  well  known  to  require  much  descrip- 
tion. There  is  difficulty  in  articulation  and  mastication  combined  with 
dysphagia  and  excessive  salivation,  while  the  mouth  is  constantly  full  of  a 
foul  discharge.  The  pain  is  intense,  especially  towards  the  later  stages 
from  involvement  of  the  lingual  nerve ; it  is  referred  to  any  of  the  branches 
of  the  third  division  of  the  fifth  nerve  and  is  not  only  present  on  eating 
and  speaking  but  is  also  bad  even  when  the  tongue  is  at  rest. 

The  glands  first  aflected  vary  according  to  the  seat  of  the  primary  disease 
in  the  tongue.  In  cancer  of  the  tip,  the  frenum  and  the  anterior  part  of  the 
floor  of  the  mouth,  the  submental  glands  are  first  affected  and  after  them 
those  in  the  submaxillary  region. 
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In  cancer  of  the  middle  of  the  tongue  and  floor  of  the  mouth,  the  sub- 
maxillary glands  will  generally  be  first  enlarged.  The  submaxillary  salivary 
gland  itself  usually  escapes,  but  in  intimate  connection  with  it  there  are 
lymphatic  glands  which  readily  become  enlarged,  so  that  infection  of  the 
former  may  be  thought  to  have  taken  place.  The  disease  spreads  fronj  the 
•submaxillary  glands  to  those  in  the  anterior  triangle,  especially  in  the 
neighbourhood  of  the  bifurcation  of  the  carotid ; sometimes  it  may  skip  the 
■submaxillary  region  altogether  and  appear  first  in  the  anterior  triangle. 
Here  it  spreads  rapidly  from  gland  to  gland,  upwards  along  the  carotid 
-sheath  as  high  as  the  parotid  region  and  downwards  towards  the  root  of  the 
neck.  Equally  important  to  bear  in  mind  is  the  fact  that  a rapid  spread 
•occurs  backwards  in  the  glands  under  the  upper  half  of  the  sterno-mastoid 
muscle. 

In  cancer  of  the  back  of  the  tongue  and  the  tonsillar  region,  the  disease 
in  the  first  instance  affects  the  glands  in  the  region  of  the  digastric  muscle 
and  thence  spreads  upwards  to  the  parotid  region,  downwards  along  the 
sheath  of  the  vessels  and  backwards  beneath  the  sterno-mastoid.  The  rapid 
distribution  over  the  whole  of  these  lymphatic  areas  is  an  extremely  important 
point  to  remember  in  treatment,  because  mere  excision  of  the  enlarged 
lymphatic  mass  will  almost  invariably  be  followed  by  recurrence,  and  in  most 
operations  it  is  not  sufficient  to  remove  the  chain  of  glands  lying  along  the 
•carotid ; those  under  the  sterno-mastoid  must  always  be  removed,  especially 
the  group  beneath  the  upper  end  extending  as  far  up  as  the  mastoid  process 
and  as  far  back  as  the  posterior  triangle.  Another  most  important  point  in 
the  operative  treatment  is  the  fact  that  the  affected  glands  in  the  early  stages 
are  soft  and  very  easily  torn,  and,  until  they  are  examined  microscopically,  the 
epitheliomatous  disease  in  them  may  not  be  recognisable.  If  they  be  roughly 
handled  they  very  readily  tear  across,  and  if  this  occurs  during  removal  there 
is  very  apt  to  be  an  infection  of  the  surface  of  the  wound,  leading  to  a rapid 
diffuse  epitheliomatous  infiltration  of  the  whole  scar.  The  glands  become 
harder  as  they  enlarge,  but  when  they  have  attained  a considerable  size  they 
■often  soften  and  break  down  in  the  centre,  so  that  fluctuation  may  be 
obtained  in  large  epitheliomatous  masses  in  the  neck,  and  mistakes  have  been 
sometimes  made  and  the  glands  have  been  opened  under  the  impression  that 
they  were  suppurating,  with  the  result  that  an  epitheliomatous  ulceration  of 
the  skin  has  been  produced.  Cystic  degeneration  of  epitheliomatous  glands 
is  extremely  common,  and  must  be  -borne  in  mind  during  operation,  for  if 
such  a gland  be  torn  or  punctured  and  the  fluid  contents  escape  into  the 
wound,  a similar  diffuse  epitheliomatous  infiltration,  with  hopele.ss  recurrence 
of  the  disease,  may  occur. 

'I’he  disease  in  the  glands  usually  progres.ses  very  rapidly,  and,  if  the 
patient  live  long  enough,  the  tendency  is  for  them  to  burst  through  the  skin, 
which  then  becomes  the  seat  of  epitheliomatous  ulceration.  Bleeding  is  very 
•common  from  these  deep  ulcers,  and  may  be  very  severe. 

The  disease  in  the  tongue  usually  kills  patients  who  have  not  been 
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operated  upon  within  a year,  or  at  the  most  within  eighteen  months.  1 he 
cause  of  death  is  usually  exhaustion  due  to  gradual  emaciation,  profuse  dis- 
charge and  haemorrhage  from  the  ulcer,  and  difficulty  in  feeding.  1 he 
final  result  is  often  brought  about  by  a low  form  of  pneumonia.  Occasionally 
there  are  profuse  haemorrhages  from  the  ulcer  in  the  mouth  or  in  the  neck 
from  ulceration  resulting  from  epitheliomatous  glands,  but  these  are  usually 
small,  and  only  contribute  indirectly  to  the  death  of  the  patient. 

TREATMENT. — The  treatment,  like  the  treatment  of  cancer  elsewhere,, 
is  divided  into  palliative  and  operative  measures.  The  first  and  most  im- 
portant point  in  the  question  of  treatment  is  to  decide  which  cases  are 
operable  and  which  are  not.  Operation  upon  the  growth  in  the  mouth  should 
be  practised  wherever  it  is  at  all  feasible,  because  even  though  recurrence 
takes  place  in  the  glands  and  the  patient  eventually  dies  of  the  disease,  the 
termination  will  be  much  more  easy  if  the  mouth  be  cleared  from  the 
foul  poisonous  growth  which  interferes  with  the  patient’s  taking  food,  and 
which  is  a source  of  intense  agony  and  discomfort  to  him. 

The  choice  of  cases  for  operation. — The  chief  factors  that  the 
surgeon  has  to  consider  when  making  up  his  mind  as  to  the  suitability  of 
any  given  case  for  operative  treatment  are  the  extent  and  situation  of  the- 
growth  in  the  mouth,  the  degree  of  implication  of  the  glands  in  the  neck 
and  the  general  condition  of  the  patient.  We  shall  consider  these  questions, 
in  the  above  order. 

The  extent  of  the  disease  in  the  mouth  only  influences  the  question  in- 
so  far  as  the  possibility  of  removing  the  primary  disease  completely  is 
concerned.  When  we  consider  the  terrible  sufferings  which  a patient, 
dying  from  cancer  of  the  tongue  has  to  undergo,  sufferings  which  are 
attributable  to  the  foul  mass  in  the  mouth,  it  is  obviously  the  surgeon’s- 
duty  to  attempt  the  removal  of  the  primary  disease  in  the  mouth,  even 
when  the  area  of  healthy  tissues  around  the  disease  is  comparatively 
slight,  and  where  therefore  a considerable  risk  of  recurrence  must  be  run. 
This  argument  must  however  not  be  carried  too  far,  for  there  can  be  no- 
object whatever  in  cutting  into  the  mouth  when  the  extent  of  the  disease 
is  so  great  that  it  is  obviously  impossible  to  remove  it  entirely.  For 
instance,  should  the  tongue  be  more  or  less  completely  infiltrated  with 
cancer  which  has  extended  so  far  on  to  the  floor  of  the  mouth  as  to  com- 
pletely fix  the  organ,  no  good  whatever  can  result  from  operation  ; moreover 
a case  of  this  kind  would  probably-  be  complicated  by  very  extensive 
involvement  of  the  glands  of  the  neck. 

The  situation  of  the  disease  m the  tongue  is  of  considerable  importance. 
A comparatively  extensive  growth  situated  on  the  anterior  part  of  the 
organ  may  be  removed  with  a fair  prospect  of  success  when  a much  less 
extensive  mass  pn  the  posterior  half  must  be  left  alone.  Some  surgeons- 
hold  that  extension  of  the  disease  from  the  tongue  to  the  tonsillar  region- 
contra-indicates  operative  interference,  but,  although  it  undoubtedly  in- 
creases the  gravity  of  the  operation,  we  are  not  inclined  to  look  uporw 
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these  cases  as  of  necessity  inoperable.  We  have  operated  on  cases  in 
which  the  growth  has  extended  as  far  upwards  as  the  soft  palate  and 
on  to  the  pharynx  from  the  base  of  the  tongue  on  one  side  and  have 
been  able  to  remove  the  disease  completely.  If,  however,  the  whole 
base  of  the  tongue  be  involved  and  the  mischief  extends  across  the  middle 
line,  the  case  is  undoubtedly  better  left  alone,  and  we  would  say  that 
where  the  growth  is  situated  in  the  base  of  the  tongue  it  should  be  regarded 
as  inoperable  unless  it  be  limited  to  one  side  of  the  organ  and  situated 
well  towards  the  edge.  Removal  of  the  entire  tongue  base  and  all 
is  a very  serious  operation  indeed,  and  is  likely  to  be  followed  by  fatal 
septic  complications.  In  feeble  patients  indeed,  death  may  occur  at 
the  time  of  the  operation  from  shock. 

When  the  disease  spreads  back  and  involves  the  orifice  of  the  larynx, 
particularly  the  aryteno-epiglottidean  fold,  operation  is  contra-indicated. 
On  the  other  hand,  limited  epithelioma  on  the  back  of  the  tongue, 

involving  the  upper  surface  of  the  epiglottis,  may  be  removed,  and  we 
have  had  one  case  in  which  the  patient  has  remained  well  five  years  after 
removal  of  a portion  of  the  base  of  the  tongue  and  the  epiglottis.  When 
however  the  growth  on  the  tongue  is  so  extensive  as  to  necessitate  removal 
of  a portion  of  the  aryteno-epiglottidean  fold,  the  disease  will  have  spread, 
to  some  extent  at  any  rate,  into  the  tonsillar  region  and  the  pharynx, 
and  removal  would  leave  a large  raw  surface,  the  discharges  from  which 

will  find  their  way  directly  into  the  larynx,  so  that  death  from  septic 

pneumonia  or  acute  septicsemia  will  be  almost  certain.  In  fact  the 

only  operative  possibility  here  would  be  to  remove  both  the  tongue 
and  the  larynx,  which  is  a very  severe  mutilation  and  probably  one  to 
which  few  patients  would  submit  knowingly.  Extension  to  the  jaw,  par- 
ticularly in  the  region  of  the  angle,  generally  renders  the  case  inoperable. 
If  the  disease  be  in  the  anterior  portion  of  the  tongue,  provided  that  it 
be  comparatively  limited,  it  is  not  however  necessarily  a contra-indication. 

IV/ien  the  glands  of  the  7ieck  are  mvolved,  the  disease  in  them  is  liable 
to  be  much  more  extensive  than  in  the  tongue,  and  it  is  not  at  all  un- 
common to  find  cases  passed  as  inoperable  on  account  of  glandular 
infection,  although  the  disease  in  the  tongue  could  be  easily  removed. 
In  our  opinion,  up  till  very  recently,  surgeons  have  not  been  nearly  bold 
enough  in  the  removal  of  epitheliomatous  glands  from  the  neck.  It  has 
been  customary  to  teach  that  glands  should  not  be  removed  unless  they 
be  small  and  freely  movable  and  that  fixation  is  an  absolute  contra- 
indication to  removal.  Experience  has  however  convinced  us  that  this 
is  much  too  sweeping  a statement.  Fixation  of  the  glands  in  the  early 
stage  simply  means  that  they  are  adherent  to  the  carotid  sheath,  and  the 
limitation  of  movement  is  only  in  the  vertical  direction.  Numerous  opera- 
tions, both  on  tuberculous  and  malignant  glands,  have  shown  us  that 
this  adhesion  to  the  carotid  sheath  does  not  materially  complicate  the 
operation  for  the  removal  of  the  glands.  If  the  internal  jugular  vein,  or 
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sometimes  merely  the  overlying  portion  of  its  sheath,  be  removed  systemati- 
cally in  all  these  cases,  the  glands  can  be  taken  away  without  trouble. 
Excision  of  the  jugular  vein  does  not  apparently  affect  the  comfort  of 
the  patient  in  any  way.  The  serious  diflficulty  arises  when  the  glands 
involve  the  carotid  artery,  the  vagus  or  both,  and  under  these  circum- 
stances the  condition  may  well  be  looked  upon  as  inoperable.  But 
however  fixed  the  glands  appear  to  be  when  examined  through  the  skih, 
it  will  be  found  that,  provided  there  be  lateral  mobility,  removal  of  the 
jugular  vein  almost  always  suffices  to  allow  the  disease  to  be  extirpated, 
and  therefore  it  is  of  the  highest  importance  to  cut  down  and  explore 
the  condition  of  affairs.  Even  in  apparently  hopeless  cases,  a com- 
paratively slight  dissection  will  show  whether  removal  be  feasible  or 
not,  and,  if  the  case  be  found  to  be  inoperable,  the  wound  can  be 
closed  without  any  risk  or  great  inconvenience  to  the  padent.  In- 
volvement of  the  carotid  artery  and  the  vagus  nerve  are  comparatively 
rare  unless  there  be  very  extensive  infiltration  of  the  neck — when  the  mass 
will  be  completely  fixed  and  there  will  be  no  lateral  mobility — and  ligature 
of  the  carotid  with  its  serious  symptoms  of  imperfect  blood  supply  to  the 
brain  will  be  therefore  practically  never  called  for.  Removal  of  portions 
of  the  vagus,  on  the  other  hand,  does  not  seem  to  be  attended  by  any 
particular  danger.  It  has  been  done  more  than  once  accidentally,  and  in 
one  case  where  we  found  the  carotid  artery  intact  but  the  vagus  infiltrated 
with  disease,  two  inches  of  the  nerve  were  removed  designedly  ; although 
some  irregularity  of  the  pulse  persisted  for  two  or  three  days,  the  patient 
was  none  the  worse,  and  in  a short  time  the  pulse  became  regular.  At 
the  same  time,  however,  if  the  disease  involves  the  artery  or  nerve,  we 
should  consider  the  case  inoperable. 

Should  there  be  extensive  involvement  of  the  glands  extending  well  down 
into  the  root  of  the  neck,  so  that  it  is  obvious  that  those  in  the  thorax 
must  be  affected,  or  should  the  glandular  enlargement  involve  the  skin, 
thereby  showing  that  the  disease  has  passed  the  limits  of  the  gland,  operation 
must  be  looked  upon  as  out  of  the  question. 

Extension  of  glandular  disease  beneath  the  sterno-mastoid,  although  it 
makes  complete  removal  much  more  difficult,  does  not  necessarily  contra- 
indicate operation.  On  the  other  hand,  extension  upwards  into  the  parotid 
region  is  a much  more  serious  matter,  inasmuch  as,  owing  to  the  anatomical 
condition  of  affairs,  the  probability  of  removing  all  the  affected  glands  in  that 
area  is  very  slight. 

The  general  condition  of  the  patient  will  influence  the  decision  to  some 
extent.  It  is  very  rare  for  metastasis  to  occur  in  cancer  of  the  tongue, 
although  secondary  deposits  have  occasionally  been  - found  in  the  lung. 
Either  the  disease  does  not  spread  by  the  blood  vessels  or  else  the  patient 
dies  before  it  has  had  time  to  establish  itself  elsewhere ; the  question  of 
metastatic  deposits  therefore  does  not  affect  the  question  of  operation.  But 
after  operation  for  cancer  of  the  tongue  a wound  is  left  which  must  become 
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septic,  and  the  chances  of  recovery  must  depend  to  a great  extent  on 
the  patient’s  power  of  resisting  septic  influences,  and  therefore  his  general 
health  becomes  a point  of  great  importance.  Alcoholics,  for  instance,  stand 
these  operations  very  badly,  more  particularly  when  the  area  involved  is 
the  base  of  the  tongue,  and  we  should  certainly  say  that  in  habitual 
drunkards,  even  though  they  have  no  albuminuria  or  definite  visceral  disease, 
it  is  inadvisable  to  undertake  extensive  operations.  The  result  of  the 
-operation  is  frequently  to  bring  on  an  attack  of  delirium  tremens,  and, 
, moreover,  the  tissues  seem  particularly  unable  to  resist  sepsis,  so  that  the 
chances  of  a fatal  result  are  extremely  great.  In  the  subjects  of  albuminuria 
or  diabetes  there  would  be  the  same  hesitation  to  operate. 

Patients  who  are  very  feeble,  much  run  down  by  the  disease  or  semi- 
starved,  will  not  stand  an  extensive  operation  such  as  the  removal  of  a 
growth  from  the  base  of  the  tongue  or  excision  of  the  entire  organ,  as  they 
are  extremely  liable  to  succumb  to  septic  or  hypostatic  pneumonia.  In 
these  individuals  therefore,  the  disease  should  be  left  alone,  unless  it  be 
small,  favourably  situated,  and  entailing  only  a comparatively  slight  operation. 
On  the  other  hand,  it  is  often  well  to  give  strong,  robust  men  the  chance 
of  getting  rid  of  the  disease,  even  though  it  be  very  extensive.  Should 
the  operation  fail  and  the  patient  succumb,  his  life  is  only  shortened 
slightly  and  he  is  saved  an  immense  amount  of  pain.  These  patients 
generally  stand  the  shock  of  the  operation  perfectly  well,  and  the  result 
depends  more  upon  the  question  of  the  risk  of  sepsis.  As  our  experience 
has  increased  we  have  found  that  in  various  ways  these  risks  may  be 
■diminished — a point  .which  will  be  referred  to  immediately  (seep.  27). 

Dang-ers  of  the  operation  and  their  avoidance. — These  dangers 
may  be  classified  as  immediate  or  remote,  the  former  being  shock,  haemor- 
rhage and  asphyxia  from  blood  in  the  air-passages,  whilst  the  latter  are 
essentially  those  due  to  sepsis,  such  as  septic  pneumonia,  acute  septicaemia, 
suppuration  among  the  planes  of  cellular  tissue  in  the  neck  and  secondary 
haemorrhage. 

Immediate  dangers. — Shock  has  to  be  guarded  against  on  the  lines 
already  dealt  with  fully  (see  Part  I.,  p.  139) ; with  regard,  to  this  point, 
careful  choice  must  be  made  of  suitable  subjects  to  stand  the  operation. 

Hcemorrhage  during  the  operation  will  be  dealt  with  in  describing 
the  technique  of  the  operation  itself.  The  question  of  principle  that  has 
to  be  considered  here  is  whether  a preliminary  ligature  of  the  lingual 
arteries  (see  p.  16)  should  be  performed  or  whether  the  vessels  should  be 
caught  and  tied  in  the  mouth  during  removal  of  the  tongue.  The  answer 
depends  mainly  on  the  severity  of  the  operation  and  the  amount  of  the 
organ  to  be  removed.  When  the  whole  tongue  is  to  be  excised,  it  is  as 
well  to  tie  the  lingual  at  any  rate  on  one  side  before  operation.  Whenever 
the  neck  has  to  be  opened  up  for  the  removal  of  enlarged  glands,  which 
should  always  be  done  before  the  disea.se  in  the  mouth  is  attacked,  the 
lingual  artery  should  be  tied  at  the  .same  time..  It  is  perfectly  easy  to 
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do  it,  it  shortens  the  later  stages  of  the  operation  greatly,  while  it  also- 
diminishes  the  bleeding  into  the  mouth  and  thus  in  two  ways  reduces 
the  shock  of  the  operation.  Therefore  whenever  the  conditions  allow 
the  lingual  to  be  tied  from  a wound  in  the  neck,  which  is  necessitated 
by  the  presence  of  enlarged  glands  and  which  will  not  be  made  to  com- 
municate with  the  wound  in  the  mouth  subsequently  and  therefore  will 
not  become  septic,  we  have  no  hesitation  in  recommending  that  it  should 
be  done. 

On  the  other  hand,  when  an  extensive  operation  in  the  anterior  triangle 
is  necessitated,  and  this  has  to  communicate  freely  with  the  mouth,  we 
prefer  to  ligature  the  lingual  as  it  is  divided  in  the  tongue,  because 
the  whole  wound  in  the  neck  must  necessarily  become  septic,  and  the 
ligature  on  the  lingual  trunk  near  its  origin  from  the  carotid  is  certain 
to  separate,  and  its  separation  is  very  likely  to  be  followed  by  secondary 
hsemorrhage.  When  this  occurs,  it  will  usually  be  about  the  tenth  day,, 
when  the  patient  is  otherwise  fairly  well  and  is  probably  not  under  careful 
supervision,  with  the  result  that  he  may  die  before  assistance  can  reach, 
him,  death  ensuing  either  from  loss  of  blood  or  from  the  blood  finding 
its  way  into  the  trachea.  In  order  to  stop  this  haemorrhage  it  will  be 
necessary  to  tie  either  the  external  or  the  common  carotid,  either  of  which 
may  be  followed  by  disastrous  results, — the  ligature  of  the  external  carotid 
probably  by  secondary  haemorrhage,  as  it  will  be  tied  in  a septic  wound, 
and  ligature  of  the  common  trunk  by  fatal  cerebral  symptoms.  Under 
these  circumstances,  therefore,  we  prefer  to  tie  the  terminal  branches  of  the 
vessel  rather  than  to  ligature  it  in  continuity  at  its  origin. 

Asphyxia  from  the  passage  of  blood  into  the  trachea  is  usually  com- 
paratively easily  avoided  except  when  the  base  of  the  tongue  is  involved. 
The  patient  should  be  so  placed  that  the  blood  flows  readily  out  of 
the  mouth.  Whitehead  has  his  patients  in  a semi-sitting  position  with 
the  head  held  forwards  so  that  the  blood  can  run  out  of  the  mouth 
without  getting  into  the  pharnyx.  Others,  and  ourselves  amongst  them, 
place  the  patient  on  the  side  with  the  mouth  turned  a little  downwards 
to  the  sound  side,  the  lower  angle  of  the  mouth  being  firmly  pressed 
down  by  an  assistant’s  fingers  so  that  the  blood  runs  first  into  the  cheek 
and  then  out  of  the  mouth.  In  bad  cases  the  risk  may  be  altogether 
avoided  by  having  the  head  hanging  over  the  end  of  the  table,  much 
as  for  cleft  palate  operations,  or  by  adopting  the  plan  recommended  by 
Keen  for  laryngectomy,  namely,  the  Trendelenburg  position.  This  avoids 
the  passage  of  blood  into  the  trachea  j but  it  must  be  admitted  that  the 
comfort  of  the  operator  is  not  enhanced,  as  there  is  a certain  difficulty 
in  getting  properly  at  the  tongue,  and  furthermore  the  venous  oozing 
is  of  course  markedly  increased.  We  therefore  prefer  the  position  that 
we  adopt  for  the  majority  of  cases,  as  it  is  most  essential  to  the  thorough 
removal  of  the  disease  that  unrestricted  access  to  the  growth  should  be 
obtained. 
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AVhen  however  the  situation  of  the  disease  demands  removal  of  the 
tongue  far  back,  we  believe  with  Kocher  that  a preliminary  tracheotomy 
is  advisable.  It  really  does  not  add  materially  to  the  dangers  of  the 
operation,  and  it  has  the  inestimable  advantage  of  enabling  the  surgeon 
to  disregard  the  oozing  and  to  concentrate  his  attention  entirely  on  the 
removal  of  the  disease — a point  of  the  highest  importance  when  it  is 
situated  as  far  back  as  this.  The  constant  sponging  necessary  to  prevent 
blood  running  into  the  larynx  is  calculated  to  flurry  the  surgeon  and  the 
result  is  that  he  does  not  cut  sufficiently  wide  of  the  disease  behind  and 
the  whole  object  of  the  operation  is  defeated. 

Remote  dangers. — These  are  mainly  septic  risks  and  it  is  of  the  highest 
importance  to  adopt  measures  to  minimise  them.  The  most  serious  risk 
of  sepsis  occurs  in  operations  about  the  base  of  the  tongue  and  in  the 
cases  in  which  there  is  an  extensive  removal  of  glands  in  the  neck  which 
opens  up  the  cellular  planes  and  establishes  a direct  communication  with 
the  buccal  cavity. 

In  the  first  place,  although  the  operation  is  done  in  a septic  cavity,  the 
same  precautions  should  be  taken  to  disinfect  instruments,  hands,  etc.,  as  are 
employed  in  operations  through  unbroken  skin.  Although  organisms  abound 
in  the  mouth,  the  majority  of  them  are  comparatively  harmless  and  it  is  well 
to  avoid  the  risk  of  introducing  other  more  virulent  ones  from  without. 

A point  of  importance  is  to  diminish  the  amount  of  sepsis  prese^it  in  the 
mouth  before  operatmi.  These  cancerous  ulcers  are  often  excessively  fouj,  and 
there  is  much  putrid  material  not  only  on  the  surface  of  the  sore  but  also 
between  the  teeth  and  in  the  folds  of  the  mouth,  and  during  removal  of  the 
tongue  this  may  extensively  soil  the  cut  surface.  Hence  for  two  or  three 
days  before  the  operation  special  attention  should  be  directed  to  the  hygiene 
of  the  mouth.  The  patient  should  use  antiseptic  mouth-washes,  such  as 
boro-glyceride  (3j  to  the  oz.  of  water)  or  a strong  sanitas  solution  very 
frequently.  The  teeth  should  be  scaled  and  cleaned  and  the  folds  between 
the  gum  and  cheek  and  gum  and  tongue  should  be  mopped  out  thoroughly 
with  antiseptic  lotions.  It  is  on  and  between  the  teeth  that  the  septic 
material  mostly  accumulates,  and  this  accumulation  is  facilitated  by  the  fixity 
of  the  tongue  so  often  present.  It  is  well  to  put  the  patient  into  the  dentist’s- 
hands  a few  days  before  operation. 

At  the  time  of  the  operation  the  ulcer  itself  if  very  foul  should  be  painted 
over  with  undiluted  carbolic  acid  before  any  incision  is  made.  Care,  of 
course,  must  be  taken  to  prevent  the  acid  from  coming  in  contact  with  the 
healthy  mucous  membrane,  and  the  tongue  should  be  pulled  as  far  out  as. 
possible.  The  teeth,  floor  of  the  mouth  and  gums  should  be  thoroughly 
swabbed  with  a 1-2000  sublimate  solution. 

We  have  employed  preliminary  injections  of  the  antistreptococcus  serum 
(see  Practitioner^  April,  1897)  with  the  view  of  diminishing  the  risk  of  sepsis.. 
The  chief  organism  concerned  in  septic  troubles  after  these  operations  is  the 
streptococcus  pyogenes  and  it  would  seem  that  the  best  method  of  dealing. 
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with  it  is  to  employ  the  serum  beforehand,  so  as  to  render  the  patient  less 
susceptible  to  its  attacks  rather  than  to  wait  until  it  has  gained  a footing 
in  the  tissues.  Hence  we  are  accustomed  in  all  cases  of  operation  upon  the 
mouth  and  jaws  of  any  severity  to  employ  injections  of  the  serum  for  a couple 
•of  days  before  the  actual  operation.  A full  dose  of  30  cc.  is  injected  48  hours 
before  the  operation  and  doses  of  10-15  given  subsequently  every 

12  hours.  We  have  never  seen  any  harm  result  from  this  treatment  and  we 
nre  of  opinion  that  there  is  less  sepsis  and  sloughing  of  the  wound  than  was 
the  case  before  we  employed  it.  To  some  extent  no  doubt  this  may  also  be 
due  to  the  more  careful  cleansing  of  the  mouth  now  practised.  At  the  same 
time  we  are  inclined  to  look  upon  the  administration  of  the  serum  as  a useful 
precaution. 

Another  way  of  diminishing  the  sepsis  is  by  planning  the  operation  so 
that  part  if  not  the  whole  of  the  wound  in  the  mouth  may  be  subsequently 
closed  in.  It  used  to  be  the  custom  to  leave  a large  raw  surface  after 
removal  of  half  or  the  whole  of  the  tongue,  which  necessarily  became  the 
seat  of  extensive  septic  infection,  so  that  it  is  not  surprising  that  in  many  cases 
the  organisms  spread  into  the  cellular  tissue  between  the  muscular  planes  and 
gave  rise  to  serious  constitutional  disturbance.  If  these  wounds  in  the  mouth 
can  be  closed  they  heal  very  readily,  and  therefore  we  always  attempt  to 
arrange  the  incisions  so  that  part  of  the  wound  at  any  rate  can  be  stitched  up. 
This  is  done  by  dividing  the  tissues  somewhat  obliquely  so  as  to  leave  small 
flaps  of  mucous  membrane  above  and  below  which  can  afterwards  be 
approximated  by  catgut  stitches.  A very  considerable  amount  of  mucous 
membrane  can  often  be  saved  in  this  way  and  we  regard  it  as  a precaution  of 
the  highest  importance  in  all  cases  in  which  the  wound  is  made  towards 
the  root  of  the  tongue  and  the  tonsillar  region  where  the  accumulation  of 
putrefying  discharges  is  extremely  prone  to  give  rise  to  septic  pneumonia. 
Of  course  in  the  majority  of  cases  it  is  impossible  to  stitch  up  the  wound 
completely,  but  even  an  imperfect  closure,  especially  towards  the  back  of 
the  throat,  not  only  diminishes  the  risks  of  sepsis  but  also  enables  the  patient 
to  swallow  and  to  move  the  tongue  much  better  than  he  otherwise  could. 
Another  important  point  is  that  if  a flap  can  be  got  to  cover  in  the  wound 
in  the  region  of  the  tip  of  the  tongue  the  binding  down  of  the  organ  to 
the  floor  of  the  mouth  with  its  consequent  interference  with  speaking  and 
swallowing  which  otherwise  occurs  is  very  markedly  diminished. 

Another  very  useful  precaution  against  sepsis  is  to  swab  out  the  wound 
and  all  its  recesses  very  thoroughly  with  a solution  of  chloride  of  zinc 
(grs.  40  to  the  oz.).  This  has  the  effect  of  closing  the  routes  of  absorption 
to  a considerable  extent  and  thus  delaying  the  onset  of  sepsis. 

The  septic  troubles  are  chiefly  cellulitis,  acute  septicaemia  and  septic 
pneumonia.  In  our  opinion  many  cases  of  the  latter  affection  are  really 
acute  septicaemia,  and  this  is  the  reason  why  we  lay  such  great  stress 
upon  all  the  local  precautions  that  it  is  pos.sible  to  take.  Directly  septic 
pneumonia  is  established  there  is  practically  nothing  to  be  done  as  the 
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disease  is  most  fatal.  The  treatment  of  this  affection  has  already  been 
dealt  with  (see  Part  V.,  p.  241). 

How  to  deal  with  the  glandular  area. — In  operations  for  cancer  of 
the  breast  not  only  must  the  primary  tumour  be  removed,  but  the  entire 
glandular  area  in  the  axilla  and  the  lymphatic  tracts  between  the  tumour 
and  the  glands  must  also  be  cleared  away.  The  question  arises  whether 
this  should  also  be  done  in  cancer  of  the  tongue.  In  the  breast  not 
only  will  the  glands  in  the  axilla  be  infected,  but  there  are  almost 
invariably  plugs  of  cancerous  cells  in  the  lymphatics  running  from  the  breast 
to  the  glands ; were  the  latter  alone  removed,  the  disease  would  be  very 
apt  to  recur  in  the  lymphatic  vessels,  especially  over  the  pectoral  fascia. 
This  infection  of  the  lymphatics  themselves  does  not  seem  to  take  place 
however  to  anything  like  the  same  extent  in  cancer  of  the  tongue.  It  is 
a very  remarkable  fact  that  these  large  cancer  cells  can  apparently  traverse 
the  lymphatics  without  becoming  arrested  on  the  way,  and  it  is  usually 
only  in  advanced  cases  that  there  is  an  infection  of  the  lymphatic  tract 
between  the  tongue  and  the  glands.  Hence  it  is  not  always  necessary  tO' 
remove  the  tissues  between  these  two  structures,  in  other  words  to  cause 
the  wound  in  the  mouth  to  communicate  with  the  triangles  of  the  neck. 
This  is  a very  fortunate  matter  on  account  of  the  serious  risk  of  sepsis 
which  would  otherwise  have  to  be  incurred.  In  the  early  stages  at  any 
rate,  it  is  safe  to  leave  the  lymphatic  tract  between  the  tongue  and  the 
anterior  triangle  untouched. 

Another  question  of  importance  is  whether  the  fat  and  glands  should 
be  removed  from  the  anterior  triangle  as.  is  done  in  the  axilla,  when  no 
glandular  enlargement  can  be  felt  at  the  time  of  the  operation  on  the 
mouth.  It  is  now  an  established  rule  in  cancer  of  the  breast  that  the 
entire  contents  of  the  axilla,  fat  and  glands  together,  should  be  cleared 
out,  whether  enlarged  glands  can  be  felt  or  not.  Should  this  also  be 

done  in  cancer  of  the  tongue  when  no  glandular  enlargement  can  be 
made  out?  Theoretically  of  course  it  would  be  best,  but  practically  we 
think  there  are  considerable  disadvantages  in  doing  so.  In  the  first 
place,  the  area  is  not  so  well  defined  as  is  the  case  with  the  axilla.  The 
lymphatic  area  is  very  much  more  extensive  (see  Figs.  14  and  15),  and 
the  affection  of  the  glands  may  extend  in  a variety  of  directions,  namely, 
upwards  into  the  parotid  region,  downwards  along  the  course  of  the 
vessels,  or  backwards  beneath  the  sterno-mastoid,  and  the  disease  may 
sometimes  apparently  skip  the  nearest  group  of  glands.  Not  only  is  the 
area  very  extensive,  but  the  glands  are  not  easily  removed  when  not 
enlarged,  and  it  is  not  easy  to  clear  the  region  from  all  the  fat  and 
glands  when  the  latter  are  not  markedly  enlarged.  The  glands  are  not 
at  all  easily  defined  and  some  are  almost  certain  to  escape,  particularly 
those  along  the  sheath  of  the  vessels,  in  the  upper  part  of  the  parotid 
region  and  beneath  the  sterno-mastoid  above  the  spinal  accessory  nerve ; 
moreover,  it  must  be  remembered  that  only  one  complete  and  satisfactory 
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■operation  is  possible  in  this  region.  If  once  the  anterior  triangle  has  been 
opened  up  for  the  removal  of  glands  and  recurrence  takes  place  it  is 
practically  impossible  to  remove  that  recurrence  satisfactorily.  The  dis- 
section of  this  region  is  one  requiring  great  skill  and  care,  and,  if  it  be 
•complicated  by  a mass  of  cicatricial  tissue  which  distorts  the  parts  and 
mats  together  the  various  structures,  it  is  practically  impossible  to  find 
one’s  way  so  as  to  completely  clear  the  glandular  area.  Hence,  if  the 
triangles  have  to  be  opened  and  the  glandular  area  removed,  it  must  be 
done  thoroughly  and  once  for  all,  and  our  e.xperience  is  that  this  can 
be  effected  very  much  better  if  there  be  a certain  amount  of  glandular 
enlargement  present.  The  enlargement  acts  as  a sort  of  guide,  and  we 
prefer  to  deal  with  these  cases  rather  than  those  in  which  there  is  no 
glandular  enlargement  at  all ; in  the  latter  we  usually  remain  satisfied 
with  simple  removal  of  the  disease  from  the  mouth,  followed  at  a later 
period  by  a second  operation  which  will  be  necessary  for  the  excision  of 
the  glands,  as  they  are  practically  certain  to  be  involved  sooner  or  later. 
In  opposition  indeed  to  the  opinion  generally  held,  we  consider  that  the 
removal  of  malignant  glands  from  the  anterior  triangle  in  cases  where 
the  disease  is  not  extensive  is  a most  satisfactory  operation,  and  we  have 
many  cases  of  this  kind  in  which  recurrence  has  not  taken  place. 

Should  enlargement  of  the  glands  he  dealt  with  at  the  time  that  the  disease 
in  the  tofigue  is  removed  ? — As  a rule  it  is  better  to  complete  the  whole 
operation  at  one  sitting  when  the  glandular  enlargement  is  not  very  marked. 
The  effect  of  a second  severe  operation  a few  days  after  the  first  is 
sometimes  markedly  deleterious  to  the  patient  and  therefore,  unless  there 
be  some  particular  difficulty  in  the  operations  or  unless  the  glands  be  very 
extensive,  there  is  no  objection  to  performing  them  both  at  one  time.  The 

surgeon  would  of  course  begin  by  removing  the  glands  in  the  neck ; this 

is  an  aseptic  operation  and,  when  completed,  the  wound  is  stitched  up 
and  covered  with  dressing  before  the  disease  in  the  mouth  is  attacked. 
When  removal  of  the  disease  in  the  tongue  does  not  involve  a communication 
with  the  dissection  in  the  neck,  it  is  well  to  tie  the  lingual  artery  in  the 
latter  situation,  as  it  is  fully  exposed  in  removing  the  glands,  it  does  not 
■demand  any  extra  time  and  it  shortens  the  operation  in  the  mouth  very 
greatly  as  the  disease  there  can  be  readily  clipped  out  without  any  fear 
of  bleeding. 

The  cases  in  which  this  question  assumes  its  greatest  importance  are 
those  of  advanced  disease  either  in  the  neck  or  in  the  tongue.  Removal 
of  the  glands  in  bad  cases  such  as  would  formerly  have  been  deemed 

inoperable  (where  the  jugular  vein  is  involved  and  the  disease  extends  up 

into  the  parotid  region  and  beneath  the  sterno-mastoid)  is  a prolonged 
operation  and  patients  with  disease  so  advanced  as  this  are  generally  weakly 
and  liable  to  shock.  Moreover,  should  the  disease  in  the  mouth  be  extensive, 
its  proper  removal  will  probably  necessitate  a communication  between  the 
floor  of  the  mouth  and  the  dissection  in  the  neck,  and  acute  sepsis  in 
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the  planes  of  the  neck  is  most  likely  to  occur.  In  these  cases  we  think 
it  well  to  divide  the  operation  into  two  stages,  allowing  a week  to  elapse 
between  each,  and  the  question  then  arises  as  to  which  operation  should 
be  performed  first,  the  removal  of  the  tongue  or  that  of  the  glands.  The 
answer  will  depend  on  the  part  most  affected.  In  bad  cases  such  as  these, 
the  process  usually  spreads  much  more  rapidly  in  the  glands  than  in  the 
tongue  and  it  will  generally  be  found  advisable  to  remove  the  glands  in 
the  first  instance  and  to  leave  the  excision  of  the  tongue  to  a later  period. 
It  is  only  when  the  disease  in  the  mouth  is  very  extensive  and  the  glandular 
affection  comparatively  slight  that  the  reverse  procedure  is  advisable. 

THE  OPERATIONS  UPON  THE  TONGUE. 

We  shall  consider  first  the  methods  for  the  removal  of  the  disease  in 
the  tongue  and  afterwards  those  for  the  extirpation  of  malignant  glands 
from  the  neck.  Many  operations  have  been  recommended  for  cancer  of 
the  tongue,  and  different  cases  require  different  methods,  the  particular 
•one  employed  depending  partly  on  the  situation  and  partly  on  the  extent 
of  the  disease.  When  the  latter  is  limited  to  the  anterior  part  or  the 
border  of  the  tongue,  a much  less  severe  form  of  operation  will  be 
required  than  when  it  is  situated  posteriorly  in  the  neighbourhood  of  the 
pillars  of  the  fauces,  and,  similarly,  much  less  severe  measures  are  necessary 
when  there  is  only  superficial  disease  and  the  growth  has  not  yet  penetrated 
into  the  deeper  muscles  of  the  tongue  than  when  the  latter  are  deeply 
infiltrated. 

Another  point  is  how  much  of  the  tongue  it  is  necessary  to  remove. 
When  the  disease  has  not  extended  into  the  deeper  muscles,  it  is  often 
sufficient  to  take  away  only  the  affected  area  along  with  a suitable  amount 
of  healthy  tissue  around.  In  this  way  a great  part  of  the  organ  can  be 
preserved  and  its  usefulness  not  materially  interfered  with.  When  the  disease 
is  well  to  the  side,  the  tip  of  the  tongue  may  be  left  intact  and  this  is  a 
matter  of  much  importance  for  the  subsequent  power  of  articulation.  On 
the  other  hand,  when  the  disease  has  penetrated  well  into  the  muscles, 
one  half  of  the  tongue  at  least  must  be  removed  right  back  to  the  base, 
because  the  lymphatics  run  for  the  most  part  parallel  with  the  muscular 
fibres,  every  movement  of  which  forces  on  lymph  along  them,  so  that  a 
muscle  infected  by  cancer  should  be  looked  on  as  diseased  throughout  its 
■entire  extent  and  removed  as  freely  as  possible. 

The  procedures  that  may  be  adopted  for  the  removal  of  the  tongue 
are  (i)  the  intra-buccal  methods;  (2)  those  in  which  assistance  is  gained 
by  splitting  the  cheek  or  dividing  or  even  partially  excising  the  lower  jaw ; 
and  (3)  removal  of  the  organ  through  incisions  made  beneath  the  jaw. 
The  choice  between  these  methods  will  be  influenced  largely  by  the  extent 
and  situation  of  the  disease.  The  procedure  that  we  shall  adopt  here  is  to 
describe  the  various  operations  that  are  suited  for  removal  of  disease  in 
particular  situations  in  the  tongue. 
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1.  When  the  disease  is  superficial  and  is  limited  to  the  tip 
of  the  organ. — Here  a V-shaped  excision  of  the  tip  of  the  tongue  will 
often  be  sufficient. 

y -shaped  excision  of  the  tip  of  the  tongue. — The  position  of  the  patient 
in  this  operation  will  vary  according  to  the  fancy  of  the  operator.  , We 
prefer  to  have  the  neck  steadied  upon  a sandbag,  with  the  head  somewhat 
dependent  over  it  and  turned  well  over  to  one  side.  Others  have  the 
head  propped  up  so  as  to  allow  the  blood  to  run  out  of  the  front  of  the 
mouth.  A Smith’s  gag  without  a tongue-plate  or  Lane’s  gag  (see  Fig.  i) 
is  used  to  prop  the  mouth  open,  and  the  assistant  is  provided  with  plenty 
of  sponges  on  sponge-holders  and  is  instructed  to  press  down  the  angle  of 
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Fk;.  I. — Lane’s  Gag.  The  small  spikes  on  the  arms  of  the  gag  stick  firmly  into  the 
alveoli  and  prevent  the  gag  from  slipping. 


the  mouth  firmly  on  the  side  towards  which  the  head  is  turned  in  order  to 
allow  the  blood  to  run  out  freely.  A stout  silk  thread  is  passed  through  the 
base  of  the  tongue  on  each  side  so  as  to  pull  and  hold  the  whole  organ 
well  forward.  Unless  these  ligatures  be  inserted  well  back  they  will  not 
pull  the  tongue  forward  satisfactorily ; if  inserted  through  the  tip,  as  is 
commonly  done,  they  merely  stretch  that  part  of  the  organ  without  pulling 
forward  the  whole  of  it.  The  best  way  to  introduce  the  ligatures  is  to  pass 
the  finger  over  the  dorsum  of  the  tongue  into  the  space  on  either  side  of 
the  median  glosso-epiglottidean  fold  and  then  to  pull  up  the  front  part  of 
the  tongue  forcibly  and  to  thrust  a nsevus  needle  armed  with  stout  silk 
through  the  under  surface  of  the  tongue  as  far  back  as  possible  well  through 
its  base,  bringing  it  out  where  the  finger  lies  in  front  of  the  epiglottis. 
This  gets  good  purclrase  on  the  tongue  and  brings  it  as  far  forward  as  it 
will  come.  The  threads  are  then  entrusted  to  an  assistant  who  pulls  them 
well  forward  and  so  steadies  the  whole  tongue.  A pair  of  tenaculum, 
forceps  is  inserted  into  the  portion  of  the  tongue  to  be  removed,  which 
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is  thus  pulled  forward  and  steadied.  The  frenum  is  now  divided  with  a pair 
of  long  sharp-pointed  scissors  so  as  to  allow  the  tip  of  the  tongue  to  come 
still  more  forward,  the  division  however  stopping  short  of  the  ranine  artery. 
A V-shaped  incision  is  made  through  the  mucous  membrane  (see  Fig.  2)  with 
the  scissors  well  wide  of  the  growth ; if  preferred,  the  V can  be  marked  out 
on  the  mucous  membrane  with  a knife 
before  proceeding  to  the  further  stages  of 
the  operation.  The  central  portion  of 
the  tongue  is  then  cut  out  with  a few 
snips  of  the  scissors,  careful  watch  being 
kept  for  the  ranine  arteries  at  the  lower 
part  as  the  incision  is  deepened ; they  are 
easily  seized  and  do  not  give  rise  to  any 
trouble  as  they  quickly  stop  on  pressure 
or  after  torsion.  The  portion  of  the 
tongue  external  to  the  incision  may  be 
steadied  by  grasping  it  with  catch-forceps 
while  the  central  portion  is  being  cut  out. 

All  that  now  remains  to  be  done  is 
to  bring  together  the  sides  of  the  V and 
approximate  them  with  catgut  sutures  in- 
serted deeply  into  the  substance  of  the 
tongue  so  as  to  bring  the  raw  surfaces 
everywhere  into  apposition,  to  check 
the  oozing  and  to  prevent  the  formation 
of  a cavity.  It  is  well  not  to  apply  a 
dressing  to  the  wound  nor  any  application 
of  any  kind ; the  use  of  iodoform  or  chloride 
of  zinc  might  interfere  with  union  by  first 
intention  and  it  is  quite  sufficient  to  make 
the  patient  use  some  simple  antiseptic 
mouth-wash  frequently  after  the  operation. 

He  can  usually  be  allowed  to  get  up  in 
the  course  of  two  or  three  days  and  is  well 
in  about  a week.  The  diet  for  this  time  should  be  fluid  or  semi-fluid 
and  as  bland  as  possible.  In  taking  food,  the  area  of  the  operation 
must  be  avoided  as  much  as  possible  and  the  food  introduced  into  the 
mouth  somewhat  far  back  and  to  one  side  by  means  of  a rubber  tube 
attached  to  the  spout  of  a feeder. 

2.  When  the  disease  is  superficial  and  situated  at  the  side  of 
the  tongue. — Here  a partial  operation  may  often  be  done.  The  tongue 
is  pulled  forward  by  ligatures  inserted  as  described  above  (see  p.  32),  the 
tip  is  seized  in  tongue  forceps  and  pulled  well  to  the  opposite  side  and 
a portion  of  the  organ  in  the  neighbourhood  of  the  tumour  is  excised  so  as 

to  leave  the  tip  of  the  tongue  intact.  The  portion  removed  may  be  either 
PT.  VI.  c 


Fig.  2.— V-shaped  Ex'Cision  of  the  Tip 
OF  THE  Tongue.  The  chief  object  of  the 
sketch  is  to  show  how  the  sutures  introduced 
through  the  base  of  the  organ  hold  the 
tongue  firmly  forwards.  As  the  V-.shaped 
incision  is  made,  the  tip  of  the  portion 
remaining  on  each  side  is  steadied  with 
catch-forceps.  The  frenum  lingu®  is  freely 
divided  in  order  to  allow  the  tongue  to  come 
properly  forward. 
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quadrilateral,  extending  well  up  to  the  raphe,  or  it  may  be  wedge-shaped 
according  to  the  extent  of  the  disease.  When  a quadrilateral  portion  is 
removed,  it  is  well  to  save  as  much  of  the  mucous  membrane  as  possible 
and  to  dissect  it  up  somewhat  from  the  floor  of  the  mouth,  so  that,  after 
the  operation  is  completed,  it  may  be  stitched  to  the  mucous  membrane 
on  the  dorsum. 

When  a wedge-shaped  portion  has  been  removed,  stitches  are  inserted 
so  as  to  approximate  the  sides  of  the  wedge ; although  this  deflects  the  tip 
of  the  tongue  to  one  side,  it  has  the  great  advantage  of  rapid  closure  of 
the  wound ; deflection  of  the  tip  of  the  tongue  is  inevitable  under  any 
circumstances,  and,  as  the  tip  accommodates  itself  to  its  position  subse- 
quently, the  functional  result  is  excellent. 

It  is  only  comparatively  rarely  that  these  partial  operations  can  be 
employed ; at  the  same  time  we  feel  that  possibly  they  are  not  practised 
quite  as  frequently  as  they  might  be  and  that  it  is  too  much  the  routine 
to  excise  half  of  the  organ  when  less  would  suffice. 

3.  When  the  disease  is  fairly  extensive  but  is  limited  to 
one  side  of  the  tong-ue  and  is  not  absolutely  at  its  base. — The  great 
majority  of  these  cases  are  quite  well  dealt  with  by  an  intra-buccal  opera- 
tion. The  fundamental  type  of  this  operation  is  that  introduced  by  Mr. 
Walter  Whitehead  of  Manchester  and  commonly  called  by  his  name.  Various 
surgeons  have  modified  the  steps  of  the  operation  and  we  shall  here 
describe  the  one  we  are  accustomed  to  perform.  It  differs  from  White- 
head’s original  operation  merely  in  a few  slight  details. 

Whitehead’s  operation. — The  patient  lies  with  the  shoulders  well  raised 
on  a sandbag  and  the  head  turned  fully  over  to  the  sound  side.^  The 
mouth  is  widely  opened  with  a self-retaining  gag  such  as  Lane’s  (see  Fig.  i), 
which  does  not  slip,  takes  rip  very  little  room  and  is  applied  far  back  on 
the  sound  side  so  as  to  get  the  angle  of  the  mouth  well  open  and  thus 
to  allow  the  blood  to  collect  in  the  cheek  and  then  to  run  out  of  the 
mouth.  A large  retractor  at  the  opposite  angle  of  the  mouth  pulls  the 
cheek  well  back  so  as  to  expose  the  buccal  cavity  thoroughly.  A good 
light  is  essential  and  the  patient  should  either  face  a window  in  bright 
sunshine  or  artificial  illumination  must  be  used.  The  anresthetic  should 
be  chloroform  and  should  be  administered  either  upon  an  open  inhaler 
or  by  a Junker’s  apparatus  provided  with  a nasal  tube.  A stout  silk 
ligature  is  passed  through  the  base  of  the  tongue  on  the  sound  side  in 
the  manner  just  described  (see  p.  32)  and  another  is  inserted  through 
the  tip  of  the  half  that  is  to  be  removed  (see  Fig.  3).  The  surgeon  takes 
charge  of  the  latter,  while  the  former  is  entrusted  to  an  assistant  whose 
duty  it  is  to  pull  the  tongue  well  forward  and  to  keep  the  mouth  sponged 
well  out ; he  should  be  provided  with  plenty  of  sponges  on  holders  or 
forceps.  The  steps  of  the  operation  will  vary  somewhat  according  to 

^ Mr.  Whitehead  operates  with  the  patient’s  head  propped  up  and  bent  forward  so 
that  the  blood  shall  run  out  of  the  mouth  instead  of  flowing  into  the  pharynx. 
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whether  the  disease  does  not  encroach  at  all  upon  the  floor  of  the  mouth 
■or  whether  there  is  actual  or  threatening  invasion  in  the  latter  situation. 

JF/ieu  the  disease  does  not  encroach  at  all  up07i  the  floor  of  the  moiith, 
the  simplest  plan  is  to  split  the  tongue  in  the  first  instance  along  the 
raphe  right  back  to  the  base.  A very  easy  method  of  doing  this  is  to 
■cut  through  the  mucous  membrane  in  the  middle  line  either  with  a 
knife  or  by  inserting  one  blade  of  a pair  of  sharp-pointed  scissors  beneath 
the  mucous  membrane  in  the  middle  line  and  running  it  back  to  the 
base,  dividing  the  mucous  membrane 
as  it  goes.  When  the  mucous  mem- 
brane has  been  similarly  divided  on 
the  under  surface  of  the  tongue  the 
•organ  can  be  split  by  seizing  one  half 
in  each  hand  and  tearing  the  muscular 
fibres  apart ; splitting  the  tongue  in 
this  manner  by  tearing  rather  than  by 
incision  saves  considerable  bleeding. 

Then,  beginning  in  front  at  the  frenum, 
the  surgeon  with  a pair  of  blunt-pointed 
straight  scissors  divides  the  mucous 
membrane  and  the  muscles  in  the 
floor  of  the  mouth  on  the  affected  side 
by  a series  of  short  snips  proceeding 
from  before  backwards  taking  care  to 
divide  the  mucous  membrane  as  near 
the  tongue  as  the  limits  of  the  disease 

permit  and  not  to  open  up  the  cellular 

planes  in  the  floor  of  the  mouth.  As 
the  division  proceeds,  the  half  of  the  tongue  to  be  removed  is  drawn  forward 
by  the  silk  thread  through  it,  so  that  the  growth  comes  more  and  more 
forward  and  the  operation  is  performed  almost  outside  the  mouth.  The 
anterior  pillar  of  the  fauces  is  snipped  through  and  this  allows  the  tongue  to 
come  still  more  forward.  The  removal  of  the  affected  half  of  the  organ  is 
completed  by  making  a transverse  incision  across  the  affected  half  well  behind 
the  limits  of  the  growth.  In  the  first  instance  the  incision  is  carried  through 

the  mucous  membrane,  and  then  the  muscular  fibres  are  divided.  Among 

the  latter  the  lingual  artery  will  be  met  with ; as  a rule  it  is  quite  easy 
to  identify  it  and  secure  it  in  forceps  before  it  is  divided,  but,  should  it 
spout,  it  is  quite  easily  secured  in  the  wound,  a?  the  remainder  of  the 
tongue  can  be  easily  pulled  forward  by  the  suture  passed  through  the 
base  on  the  sound  side,  and  the^source  of  the  hremorrhage  thus  seen  and 
secured.  Should  there  be  any  difficulty  in  seizing  the  bleeding  vessel,  it 
is  well  to  remember  that  the  ha;morrhage  can  be  temporarily  arrested  by 
slipping  the  forefinger  back  to  the  root  of  the  tongue,  hooking  it  well 
forward  and  pressing  firmly  outwards  against  the  angle  of  the  jaw. 


Tongue  by  the  Intra-Buccal  Method.  A 
suture  is  inserted  through  the  tip  of  the  half  to 
be  removed,  and  another  through  the  base  of  the 
opposite  half.  The  tongue  is  split  in  the  middle 
line  and  the  dotted  line  indicates  the  transverse 
incision  well  behind  the  growth.  A retractor 
should  be  used  to  pull  back  the  angle  of  the 
mouth  on  the  right  side. 
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JV/ien  however  the  disease  teftds  to  encroach  upon  the  floor  of  the  mouth,. 
the  operation  should  be  modified  somewhat.  In  the  first  place  the  frenum 
is  freely  divided  with  scissors ; unless  the  disease  be  situated  near  the  tip 
of  the  tongue,  the  frenum  may  be  divided  quite  close  to  the  organ  ; other- 
wise it  should  be  snipped  through  near  the  jaw.  The  scissors  are  now 
introduced  beneath  the  mucous  membrane  of  the  floor  of  the  mouth  and 
run  along  beneath  it  as  near  to  the  side  of  the  tongue  as  the  situation  of 
the  disease  allows  until  the  anterior  pillar  of  the  fauces  is  reached.  This- 
structure  is  snipped  across  and,  when  this  has  been  done,  it  will  be 
found  that  the  tongue  can  be  brought  out  quite  freely  so  that  the  operation 
becomes  largely  extra-buccal.  The  tongue  is  split  in  the  middle  line 
(pide  supra)  as  far  back  as  the  base,  and  the  affected  half  is  drawn  well 
forward  and  the  muscles  on  the  floor  of  the  mouth  are  cut  through  as- 
before.  In  these  cases  it  is  necessary  of  course  to  cut  deeper  into  the 
floor  of  the  mouth  and  it  is  always  well,  when  there  is  any  tendency  to- 
encroachment  of  the  disease  in  the  latter  situation,  to  shell  out  the  sub- 
lingual salivary  gland.  As  a rule  the  lingual  artery  is  met  with  far  back 
in  dividing  the  muscles  in  the  floor  of  the  mouth.  It  can  often  be  identified 
and  secured  before  division  but  if  it  spouts  it  is  easily  secured,  as  pulling- 
the  tongue  well  forward  causes  the  blood  to  spurt  well  up  out  of  the  mouth 
and  to  expose  the  source  of  bleeding.  After  the  lingual  has  been  secured 
all  that  remains  to  be  done  is  to  detach  the  half  of  the  tongue  by  a fe^v 
transverse  snips  of  the  scissors  in  the  region  of  the  base. 

The  operation  is  accompanied  by  a variable  amount  of  oozing,  which  may 
persist  for  some  little  time  after  the  half  of  the  tongue  is  removed.  There  is, 
however,  very  little  true  arterial  bleeding,  and  practically  all  haemorrhage  is- 
permanently  arrested  as  soon  as  the  lingual  has  been  controlled.  It  is  well, 
therefore,  not  to  take  much  notice  of  the  bleeding,  and  to  proceed  rapidly  with 
the  operation,  trusting  to  the  fact  that  when  the  lingual  is  secured  and  the 
organ  removed  the  bleeding  will  cease.  It  is  the  assistant’s  duty  to  see  that 
no  danger  arises  from  the  presence  of  blood  in  the  mouth. 

After  the  operation,  the  mouth  is  thoroughly  sponged  out,  any  flaps  of 
mucous  membrane  that  have  been  saved  are  brought  together  by  catgut 
stitches,  and  the  wound  in  the  mouth  freely  sponged  out  with  a chloride  of 
zinc  solution  (40  grs.  to  the  oz.),  taking  care  to  see  that  the  patient  does  not 
swallow  any  of  it.  No  application  to  the  raw  surface  beyond  the  chloride  of 
zinc  is  necessary.  It  is  especially  important  if  possible  to  suture  the  mucous- 
membrane  on  the  dorsum  to  that  on  the  under  surface  of  the  tip  of  the 
tongue,  so  that  the  latter  can  be  kept  free  and  is  not  bound  down  in  the 
floor  of  the  mouth.  It  does  not  matter  much  if  there  be  considerable  tension 
on  the  edges  of  the  flaps  of  mucous  membrane  brought  together  in  order  to 
diminish  the  raw  surface  in  the  mouth.  Adhesions  will  form  even  if  the 
stitches  cut  their  way  through,  and  some  diminution  at  any  rate  will  take 
place  in  the  size  of  the  wound  during  the  early  stages  of  repair,  when  there  is 
the  greatest  risk  of  sepsis.  Of  course  the  stitching  of  the  wound  in  the 
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•mouth  must  be  done  judiciously.  It  is  possible,  for  instonce,  to  make  the 
tongue  unduly  long  by  suturing  the  mucous  membrane  over  the  raw  surface 
■too  far  back,  while,  on  the  other  hand,  if  no  suturing  be  practised  the  raw 
surface  beneath  the  tongue  and  that  on  the  floor  of  the  mouth  will  adhere,  so 
that  the  organ  is  tightly  bound  down  and  articulation  is  much  interfered  with. 

The  suture  is  removed  from  the  base  of  the  sound  half  of  the  tongue  and 
■the  patient  is  put  back  to  bed,  with  the  head  turned  well  over  to  the  affected 
-side  and  the  mouth  somewhat  dependent,  so  that  any  blood  may  readily 
-escape.  As  soon  as  the  anaesthetic  is  recovered  from,  the  patient  may  be 
propped  up  into  the  sitting  position,  and  is  generally  able  to  get  about  in 
three  or  four  days.  The  details  of  after-treatment  will  be  described  after  the 
various  other  operative  procedures  have  been  discussed  (see  p.  47). 

4.  When  the  disease  extends  beyond  the  middle  line,  but  is 
limited  to  the  tongue,  the  entire  organ  will  require  removal.  Some 
■surgeons  recommend  that  this  should  be  done  by  removing  one  half  at  a 
time,  but  in  connection  with  this  it  must  be  remembered  that  such  a 
procedure  will  involve  an  incision  through  the  cancer,  and  this  is  bad 
practice,  for  fear  of  infection  of  the  wound,  and  therefore  the  organ  should  be 
removed  as  a whole.  This  is  the  operation  which  should  strictly  be  called 
Whitehead’s  operation,  and  is  described  by  him  as  follows  : ^ 

“ The  ligature  passed  through  the  anterior  portion  of  the  tongue  is  a great 
aid  throughout  the  operation,  and  much  depends  upon  the  dexterity  of  the 
.assistant  in  anticipating  the  intentions  of  the  operator,  and  in  always  making 
traction  in  exactly  the  right  direction,  his  aim  being  to  make  tense  those 
tissues  which  are  immediately  to  be  divided. 

“The  first  step  in  the  actual  operation  consists  in  the  separation  of  the 
tongue  from  its  attachment  to  the  floor  of  the  mouth  and  the  anterior  pillars 
of  the  fauces,  and  I would  lay  stress  upon  the  way  in  which  this  is  done, 
because  the  ease  with  which  the  operation  is  continued  depends  largely  upon 
the  freedom  with  which  this  separation  is  carried  out.  The  two  structures 
principally  responsible  for  the  retention  of  the  tongue  within  the  mouth  are 
the  frenum  and  the  anterior  pillars  of  the  fauces ; and,  if  these  are  completely 
divided  in  the  first  instance,  the  tongue  may  be  so  freely  drawn  from  the 
mouth  that  the  operation  is  practically  converted  into  an  extra-oral  excision. 
Extended  practice  has  made  me  conduct  this  part  of  the  operation  with  less 
■deliberation  and  more  rapidity  than  was  my  habit  in  my  earlier  cases. 
Instead  of  the  cautious  snipping  I originally  advocated,  I now  boldly  cut 
until  I get  close  to  the  vicinity  of  the  main  arteries,  disregarding  all  bleeding, 
unless  an  artery  distinctly  spurts,  when  I twist  it  and  proceed.  The  more 
profuse  the  general  oozing  the  more  rapidly  I proceed,  my  object  being  to  get 
-as  quickly  as  possible  to  the  main  arteries,  as  I have  confidence  that  all  sub- 
•sidiary  bleeding  will  cease  immediately  after  their  division.  There  is,  in 
reality,  no  difficulty  in  determining  the  actual  position  of  the  lingual  arterie.s, 
as  they  are  practically  invariably  found  in  the  same  situation,  and  it  requires 
^British  Medical  Journal,  1891,  vol.  i.  p.  962. 
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very  little  experience  to  seize  them  with  a pair  of  forceps  before  dividing^ 
them ; if  this  be  done  there  need  not  be  the  slightest  haemorrhage  from  this 
source.  When  once  the  vessels  are  effectually  twisted,  the  rest  of  the  tongue 
may  be  removed  without  any  further  anxiety  about  haemorrhage;  but  it  is 
desirable,  before  finally  severing  the  last  attachments,  to  pass  a loop  of  silk 
through  the  glosso-epiglottidean  fold,  as  a provisional  measure  of  security,  in 
case  it  may  become  necessary  to  make  traction  on  the  posterior  floor  of  the 
mouth  either  to  assist  respiration,  or  to  arrest  any  possible  consecutive 
htemorrhage.  Traction  on  this  ligature  of  itself  arrests  haemorrhage,  and 
makes  it  an  easy  matter  to  secure  any  bleeding  vessel.  As  the  retention  of 
this  ligature  is  a source  of  some  annoyance  to  the  patient,  I always  remove  it 
at  the  end  of  twenty-four  hours.  As  a matter  of  fact,  I cannot  recollect  its- 
having  been  required  in  more  than  two  cases,  and  but  for  the  certain  sense  of 
confidence  it  gives  to  those  who  are  left  in  charge  of  the  patient  I should 
dispense  with  the  precaution  altogether  were  I influenced  solely  by  the- 
amount  of  benefit  I have  derived  from  its  use. 

“The  treatment  of  the  floor  of  the  mouth  after  the  tongue  has  been 
removed  is  a matter  of  considerable  moment.  The  first  object  is  to  make 
the  cut  tissues  as  far  as  possible  aseptic,  and  for  this  purpose  I am  still  in 
the  habit  of  swabbing  the  parts  with  a mercurial  solution,  and,  after  drying,, 
finally  painting  the  surface  with  the  iodoform  styptic  varnish  which  I intro- 
duced in  1881.  This  preparation,  in  addition  to  its  antiseptic  properties,, 
has  the  advantage  of  lessening  the  discomfort  which  follows  when  the  surface 
is  left  unprotected,  and  it  also  enables  the  patient  to  take  food  in  the  ordinary 
manner  almost  immediately  after  the  operation. 

“ The  mercurial  solution  I prefer  is  that  of  the  biniodide,  and  the  strengthi 
I am  in  the  habit  of  using  is  I have  recently  made,  and  I think  with 

advantage,  a slight  addition  to  the  iodoform  varnish.  My  original  custom 
was  simply  to  substitute  for  the  spirit  ordinarily  used  in  the  preparation  of 
friar’s  balsam,  a saturated  ethereal  solution  of  iodoform,  but  now  I prefer 
to  mix  with  the  ether  one  volume  in  ten  of  turpentine.  This  addition  has- 
a very  marked  influence  in  promptly  checking  the  capillary  oozing  which 
occasionally  prevents  a dry  surface  being  quickly  secured. 

“ I was  at  one  time  in  favour  of  suspending  all  alimentation  by  the  mouth 
for  the  first  four  days,  and  feeding  the  patient  entirely  by  nutrient  enemata ; 
but  for  some  years  I have  entirely  abandoned  this  practice,  and  I now  feed 
the  patient  with  liquids,  by  the  mouth,  as  freely  and  as  early  as  possible,, 
only  using  enemata  when  it  is  necessary  to  supplement  the  amount  of  food 
the  patient  is  otherwise  able  to  take ; and  I find  that  if  a coat  of  the  varnish 
is  applied  daily,  patients  rarely  have  any  difficulty  in  taking  an  adequate 
amount  of  sustenance.  It  fortunately  happens  that  the  patients  appreciate 
rather  than  object  to  the  application  of  the  varnish,  and  they  will  often  ask 
for  its  use  more  frequently  than  once  a day.” 

I he  ligature  at  the  base  of  the  tongue  should  either  be  fastened  to  the 
teeth  or  kept  hanging  out  of  the  mouth  by  the  weight  of  a pair  of  forceps. 
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5.  When  the  disease  extends  from  the  base  of  the  tongue  to 
the  surrounding  structures. — Cancer  affecting  the  base  of  the  tongue 
in  the  region  of  the  pillars  of  the  fauces  with  extension  on  to  the  floor  of 
the  mouth  so  that  the  tongue  cannot  be  protruded  owing  to  widespread 
cancerous  infiltration  of  the  muscles  cannot  well  be  treated  by  intra-buccal 
operations ; they  are  very  apt  to  fail  in  removing  the  disease  completely  and 
some  means  must  be  adopted  for  getting  better  access.  Everything  is  to  be 
gained  by  free  exposure  of  the  disease.  Hesitation  to  adopt  any  means  to 
this  end  on  account  of  deformity,  etc.,  is  unjustifiable.  It  is  not  a question  of 
merely  removing  the  cancer  from  the  mouth.  Anyone  can  do  that.  It  is 


Fig.  4. — Langenbeck's  Division  of  the  Jaw.  The  thick  line  AB  represents  the 
splitting  of  the  cheek,  the  curved  one,  BCD,  the  flap  from  the  face  and  chin,  while  the 
dotted  one,  EF,  shows  the  line  of  division  of  the  jaw. 


important  to  get  well  beyond  it,  so  as  to  avoid  the  chance  of  local  recurrence, 
and  this  can  only  be  done  by  obtaining  a thorough  exposure  of  the  parts  to 
be  operated  upon. 

Splittifig  the  cheek. — The  simplest  way  of  facilitating  the  operation  is  to 
split  the  cheek  backwards  from  the  angle  of  the  mouth  to  the  anterior  margin 
of  the  masseter,  and  this  is  the  method  especially  suitable  for  cancer  in  the 
neighbourhood  of  the  anterior  pillar  of  the  fauces.  The  assistant  grasps  the 
whole  thickness  of  the  cheek  above  and  below  the  line  of  incision  and  the 
entire  thickness  of  the  cheek  is  then  divided  back  to  the  masseter  (see 
Fig.  4,  AB).  The  facial  vessels  are  twisted  and  any  other  bleeding  points 
are  arrested.  I’he  edges  of  the  aperture  thus  made  are  well  retracted,  so  that 
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a good  view  of  the  base  is  obtained  when  the  tongue  is  pulled  over  to  the 
opposite  side.  The  parts  come  still  further  into  view  in  the  course  of  the 
operation  when  the  mucous  membrane  and  the  pillar  of  the  fauces  are 
divided.  Splitting  the  cheek  in  this  manner  is  very  essential  to  success,  as 
otherwise  there  is  great  risk  of  cutting  too  close  to  the  growth  behind.  The 
deformity,  particularly  in  men,  is  inconspicuous,  and  union  always  takes 
place  readily. 

Division  of  the  jaw.— In  more  extensive  cases,  when  the  base  of  the 
tongue  is  widely  infiltrated,  and  particularly  when  the  floor  of  the  mouth 
and  the  tonsillar  region  are  encroached  upon,  considerable  help  is  obtained 
by  dividingHhe  jaw  in  addition  to  splitting  the  cheek  in  the  manner  recom- 
mended by  Langenbeck  (see  Fig.  4).  The  cheek  is  split  as  before,  and 
when  the  anterior  margin  of  the  masseter  is  reached,  the  incision  is  curved 


Fig.  5. — Langenbeck’s  Method  of  Excising  the  Tongue.  The  divided  ends  of 
the  jaw  are  pulled  forcibly  apart  and  good  access  is  obtained  to  the  side  of  the  tongue 
and  floor  of  the  mouth.  The  incision  is  the  same  as  that  shown  in  the  preceding  figure. 


down  across  the  jaw  into  the  neck  and  it  is  well  to  prolong  this  incision 
forwards  over  the  hyoid  bone  curving  it  upwards  towards  the  symphysis, 
so  that  a flap  is  raised  and  any  glands  in  the  submaxillary  region  can  be 
dissected  out.  The  jaw  is  then  divided  at  the  level  of  the  last  molar,  and 
the  anterior  portion  is  pulled  firmly  forwards  and  outwards,  whilst  the 
posterior  part  is  pulled  outwards ; this  gives  very  complete  access  to  the 
floor  of  the  mouth  (see  Fig.  5). 

Langenbeck’s  incision,  if  prolonged  along  the  hyoid  bone  and  curved 
upwards  towards  the  chin,  gives  very  good  access  to  the  submaxillary  region, 
so  that  not  only  can  the  whole  affected  portion  of  the  tongue  or  the  entire 
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organ  itself  be  removed,  but  the  submaxillary  salivary  and  lymphatic  glands 
and  all  the  structures  in  the  floor  of  the  mouth  can  freely  be  exposed.  The 
jaw  can  readily  be  brought  together  afterwards  by  one  or  two  silver  wires 
of  medium  thickness.  If  the  growth  clearly  does  not  affect  the  jaw,  the 
holes  for  the  wires  may  be  drilled  before  the  bone  is  divided,  but,  when  there 
is  any  doubt,  it  is  well  not  to  do  this,  as  the  drill  holes  may  be  infected 
with  cancer  cells  and  it  is  only  slightly  more  troublesome  to  drill  them 
at  the  end  of  the  operation.  By  splitting  the  cheek  and  dividing  the  jaw 
and  so  performing  an  operation  which  is  partly  intra-  and  partly  extra-buccal 
the  entire  tongue  can  be  readily  removed  right  back  to  the  base  if  necessary. 
Moreover  the  anterior  triangle  can  also  be  cleared  of  glands  at  the  same 


Fig.  6. — Langenbeck’.s  Division  of  the  Jaw  with  Exposure  of  the  Anterior 
Triangle.  This  is  similar  to  the  preceding  figure  except  that  the  incision  BCD  is 
prolonged  down  the  margin  of  the  sterno-mastoid  instead  of  being  curved  up  towards 
the  symphysis. 


time  by  carrying  the  incision  well  back  to  the  anterior  margin  of  the  sterno- 
mastoid  and  then  prolonging  it  down  the  edge  of  that  muscle  (see  Fig.  6). 

If  it  be  found  that  the  disease  encroaches  upon  the  lower  jaw  itself,  it 
will  be  necessary  to  remove  a portion  of  the  bone.  As  we  have  already 
said  (see  Part  V.,  p.  223),  it  is  very  important  to  try  to  avoid  removing 
the  entire  depth  of  the  bone  and,  while  it  is  still  more  undesirable  to  merely 
peel  off  the  periosteum  and  remove  it  in  these  cases,  an  attempt  may  be 
made  to  save  some  portion  of  the  thickness  of  the  jaw  so  as  to  retain  the 
proper  form  of  the  bone. 
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6.  When  the  disease  spreads  extensively  over  the  floor  of 
the  mouth  and  markedly  involves  the  jaw  the  whole  of  the  infected 
portion  of  bone  must  be  removed.  The  risk  of  recurrence  must  not  be  run 
by  being  too  sparing  in  the  removal  of  the  bone. 

Partial  excision  of  the  jaw. — When  the  disease  is  situated  towards  the 
front  of  the  tongue,  spreads  over  the  floor  of  the  mouth  and  also  affects 
the  ramus  of  the  jaw,  the  best  plan  is  to  make  a curved  incision  with  its 
convexity  downwards,  commencing  close  to  the  symphysis,  running  down 
nearly  to  the  hyoid  bone  and  curving  upwards  to  the  neighbourhood  of  the 
angle  of  the  jaw  (see  Fig.  7).  This  flap,  with  all  the  soft  tissues  on  the  outer 


Fig.  7. — Incisions  for  Removal  of  the  Tongue  and  a Portion  of  the  Jaw. 

The  continuous  line  indicates  the  skin  incision,  the  dotted  ones  the  section  of  the  jaw. 

surface  of  the  jaw,  is  then  turned  well  up,  the  bone  is  cleared,  the  mucous- 
membrane  over  the  jaw  is  divided  in  front  and  behind  well  clear  of  the 
disease,  the  necessary  teeth  are  extracted  and  the  jaw  is  sawn  through  in 
front  and  behind  as  close  as  is  safe  to  the  limits  of  the  disease.  The 
divided  portion  of  the  jaw  is  now  left  attached  to  the  tongue,  while  the  glands 
in  the  submaxillary  region,  which  are  generally  infected,  are  dissected  out  and 
the  lingual  artery  tied  as  it  passes  beneath  the  hyoglossus  muscle.  The 
mouth  is  then  opened  with  a gag  and  the  rest  of  the  operation  done  by  intra- 
buccal  excision.  The  mucous  membrane  of  the  floor  of  the  mouth  is  divided 
in  front  of  the  disease,  the  anterior  pillar  of  the  fauces  is  snipped  through 
and  the  tongue  split  along  the  raphe.  The  flap  is  then  turned  well  up,. 
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the  niylo-hyoid  muscle  divided,  and  a view  of  the  interior  is  easily  obtained 
by  pushing  the  detached  portion  of  bone  out  of  the  way.  The  disease  can 
then  be  clipped  out,  the  sublingual  gland  being  removed  with  the  affected 
half  of  the  tongue  and  the  floor  of  the  mouth. 

The  wound  in  the  mouth  is  sponged  over  with  chloride  of  zinc  solution 
(40  grs.  to  the  oz.)  and  is  lightly  packed  with  iodoformed  gauze  which 
emerges  through  an  aperture  left  in  the  incision  in  the  neck.  The  treatment 
of  the  defect  in  the  jaw  must  follow  the  lines  already  laid  down  (see  Part  V. 
p.  226). 


Fig.  8. — Syme's  Excision  of  the  Tongue.  The  sketch  shows  the  method  of  curving 
the  incision  away  on  each  side  as  it  nears  the  hyoid  bone,  so  as  to  raise  flaps  and  remove 
glands.  Syme  used  a simple  median  incision. 

Various  other  operations  may  be  required  when  the  disease  in  the  tongue  is  very 
extensive  or  when  it  affects  the  floor  of  the  mouth  and  other  parts. 

When  the  anterior  portioji  of  the  floor  of  the  month  in  the  neighbourhood  of  the  symphysis 
is  affected  so  that  the  front  of  the  tongue  and  the  frenum  are  matted  together,  the  operation 
known  by  the  name  of  Syme  or  that  recommended  by  Regnoli  may  be  performed. 

Syme’s  operation. — This  operation  (see  Fig.  8)  is  done  by  splitting  the  lower  lip 
vertically  in  the  middle  line  and  canying  the  incision  down  to  the  hyoid  bone.  It  will 
often  be  found  advi.sable  to  carry  curved  incisions  outwards  to  each  side  from  this  point  so  as 
to  expose  the  sides  of  the  tongue  more  freely.  One  of  the  central  incisor  teeth  is  then 
extracted  and  the  jaw  is  sawn  through  the  socket  of  that  tooth  {i.c.  just  to  one  side  of 
the  middle  line),  the  soft  parts  separated  and  the  two  halves  of  the  jaw  pulled  forcibly  apart 
so  as  to  expose  the  whole  of  the  anterior  portion  of  the  floor  of  the  moulh  and  the  tongue. 
The  rest  of  the  operation  is  carried  out  with  .scis.sors,  the  mucous  membrane  being  divided 
well  free  of  the  growth  on  either  side  and  well  back  to  the  pillars  of  the  fauces  which  are  also 
divided.  The  tongue  muscles  are  snipped  through  close  to  the  hyoid  lione  and,  as  thi.s 
proceeds,  the  anterior  portion  of  the  organ  will  be  loosened  and  the  tongue  can  be  pulled 
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forward,  and  a thread  passed  through  its  base  so  as  to  hold  it  well  forward  after  the  disease 
has  been  removed.  The  whole  of  the  affected  area  is  then  clipped  out  with  scissors  and  the 
bleeding  points  are  tied  or  clamped  as  they  are  met  with. 

After  the  bleeding  has  been  stopped,  the  raw  surface  should  be  diminished  as  much  as 
possible  by  catgut  sutures,  the  two  halves  of  the  jaw  wired  together  and  the  thread  through 
the  stump  of  the  tongue  fastened  either  to  the  teeth  or  to  this  wire.  This  is  absolutely 
•essential,  as  the  muscles  running  from  the  tongue  to  the  hyoid  bone  have  been  freely  divided 
and  the  stump  will  otherwise  fall  back  and  cause  dangerous  asphyxia.  It  must  be 
remembered  that  in  the  course  of  a short  time  the  stitch  may  cut  its  way  through  the  base  of 
tongue,  and  this  may  occur  before  the  parts  are  sufficiently  consolidated  to  dispense  with  its 
use.  It  is  usually  required  for  three  or  four  days  and  in  any  case  where  there  is  doubt  as  to 
the  possibility  of  the  suture  holding  it  is  well  to  perform  a tracheotomy  so  as  to  avoid  this 
risk.  This  is  especially  necessary  in  cases  that  are  not  in  hospital,  and  in  any  case  the 


Fig.  g. — Regnoli’s  Operation.  If  the  horns  of  the  incision  be  brought  well  down 
towards  the  hyoid  bone  good  access  to  the  parts  is  obtained. 

attendant  should  be  constantly  at  the  bedside  and  should  have  suitable  forceps  with  which  the 
stump  can  be  seized  and  pulled  forwards  if  necessary. 

When  the  disease  actually  implicates  the  jaw  itself,  a portion  of  the  bone  in  the  region  of 
the  symphysis  will  require  removal.  As  in  the  operation  just  described  (see  p.  42)  the  bone 
should  be  sawn  through  on  either  side  of  the  disease  Vnit  left  attached  to  and  removed  in  one 
piece  with  the  growth  in  the  tongue.  For  treatment  of  the  bone  see  Part  V.,  p.  227. 

RegnolHs  operation. — This  operation  (see  Fig.  9)  is  suited  for  cases  in  which  the  cancer 
is  situated  on  the  anterior  part  of  the  tongue  and  floor  of  the  mouth,  but  does  not  affect  the 
jaw,  as  in  it  the  bone  is  left  intact.  A curved  incision  with  its  centre  opposite  the  symphysis 
is  carried  along  the  lower  border  of  the  jaw,  curving  downwards  at  each  end  towards  the 
hyoid  bone,  so  that  a large  flap  can  be  turned  down  in  the  submental  region  as  far  as  the 
hyoid  bone  to  thoroughly  expose  the  structures  beneath  the  tongue.  A suture  is  passed 
through  the  tip  of  the  tongue,  and  the  mylo-hyoid  and  the  other  muscles  in  the  region  of  the 
symphysis  are  divided.  The  limits  of  the  growth  are  then  carefully  ascertained  so  as  to  see 
how  near  to  the  jaw  the  mucous  membrane  must  be  divided.  This  can  be  done  readily 
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by  introducing  a knife  from  the  wound  in  the  submental  region  into  the  buccal  caA'ity  and  the- 
mucous  membrane  is  divided  close  to  its  attachment  to  the  jaw  well  back  to  the  fauces 
on  either  side.  This  leaves  an  opening  through  which  the  tip  of  the  tongue  can  be  pulled 
out  beneath  the  chin  (see  Fig.  lo).  Before  doing  this  it  is  well  to  divide  the  genio-hy»- 
glossi  muscles  to  whatever  extent  it  may  be  necessary  to  enable  the  tongue  to  be  freely* 
pulled  out  without  necessitating  any  further 
division  of  them  afterwards.  The  tongue 
being  pulled  forcibly  forwards  through  the 
opening,  the  removal  of  the  growth  is  per- 
formed with  scissors,  the  lingual  arteries  being 
caught  as  they  are  divided. 

Kocher's  operatio7i. — This  is  a well-known 
operation,  but  for  our  part  we  generally  prefer 
Langenbeck’s  division  of  the  jaw  (see  p.  40) 
as  by  it  a much  better  view  of  the  parts  is 
obtained  with  much  less  trouble  than  by 
Kocher’s  operation,  which  is  far  too  severe  to 
be  employ'ed  for  cases  short  of  those  in  which 
the  entire  organ  has  to  be  excised.  At  the 
same  time  it  will  occasionally  be  necessary  to 
perform  the  latter  and  we  therefore  describe 
the  steps  of  it. 

In  a typical  Kocher’s  operation  &prelim-  ^ „ 

. Fig.  10. — Recnoli  s Method  OF  Excising  THE 

iiiary  tracheotomy  is  necessary  so  as  to  enable  Tongue.  The  front  of  the  organ  can  be  easily 

the  pharynx  to  be  plugged  with  sponges.  This  ci'lonTi'sho^JTin'JL'Se^eSb  figure.^’ 

prevents  blood  getting  into  the  air  passages 

and  also  does  away  with  the  risk  of  the  epiglottis  falling  back  over  the  larynx  after  the 
entire  tongue  is  removed ; when  the  base  of  the  tongue  is  removed  the  larynx  will  almost 
certainly  become  blocked  unless  a preliminary  tracheotomy  be  done. 


Fig.  II.— Hahn's  Cannula.  The  tube  is 
packed  round  with  sponge.  For  the  method 
of  preparing  it  see  Part  V.,  p.  260. 


Fig.  12. — Trendelbnhurg’s 
Tampon  Cannula.  The  block- 
ing of  the  trachea  around  the 
tube  is  done  by  an  inflation  ap- 
paratus. 


After  the  tracheotomy  tube  has  been  inserted — which  should  preferably  be  a Hahn’s  or 
Trendelenburg’s  (see  Figs,  ii  and  12) — the  shoulders  are  raised  on  sandbags  and  the  head  is 
allowed  to  hang  somewhat  downwards  and  turned  towards  the  side  upon  which  the  disease  is 
least  extensive.  The  incision  (see  Fig.  13)  commences  at  the  symphysis  and  sweeps  down- 
wards and  somewhat  backwards  to  the  hyoid  bone.  It  is  carried  along  parallel  to  the  latter 
structure  backwards  nearly  to  the  anterior  margin  of  the  sterno-mastoid  and  then  sweeps 
upwards  and  backwards  over  the  anterior  border  of  this  muscle  to  near  the  lobe  of  the  ear. 


46 


THE  SURGICAL  AFFECTIONS  OF  THE  TONGUE. 


In  Kocher’s  operation,  as  usually  described  and  figured,  this  incision  is  angular,  but  it  is 
much  better  if  it  be  made  with  the  large  curve  here  described.  The  flap  of  skin  and  super- 
ficial fascia  thus  marked  out  is  turned  up  over  the  jaw,  the  deep  fascia  over  the  anterior 
triangle  and  the  subma.xillary  region  divided  and  the  glands  removed,  the  submaxillary 
triangle  being  especially  thoroughly  cleared.  In  order  to  remove  the  entire  glandular  area 
from  the  anterior  triangle  it  may  be  necessary  to  continue  the  incision  along  the  border  of  the 
sterno-mastoid  downwards  to  the  level  of  the  cricoid  cartilage. 

The  mylo-hyoid  muscle  is  now  divided,  leaving  nothing  between  the  wound  in  the  neck 
and  the  mouth  but  the  mucous  membrane.  The  latter  structure  is  next  divided  from 
before  backwards  on  the  side  of  the  operator  and  the  anterior  pillar  of  the  fauces  is  clipped 
across.  To  do  this  it  is  necessary  to  open  the  mouth  with  a gag,  and  when  it  has  been  done 
the  tongue  can  be  drawn  out  through  the  wound  in  the  neck. 

The  later  steps  of  the  operation  depend  upon  whether  the  whole  or  only  one  half  of  the 
organ  is  to  be  removed,  as  in  the  latter  case  it  is  well  to  split  the  tongue  in  the  middle  line 


Fig.  13. — Kocher’s  Incision  for  Removal  of  the  Tongue.  The  dotted  line  shows 
the  direction  in  which  the  anterior  triangle  may  be  opened  up  if  necessary. 

along  the  raphe  from  inside  the  mouth  (see  p.  35).  When  the  entire  organ  is  to  be 
removed,  the  mucous  membrane  and  the  anterior  pillar  of  the  fauces  on  the  other  side  should 
be  divided  from  inside  the  mouth,  the  mouth  shut  and  the  lower  jaw  forcibly  pulled  up  with 
a stout  retractor  whilst  the  tongue  is  pulled  out  through  the  wound  in  the  neck.  This 
thoroughly  exposes  the  whole  lateral  area  and  base  of  the  tongue  and  the  affected  portion  is 
easily  clipped  away  with  scissors  well  wide  of  the  disease.  The  arteries  are  seized  and  tied 
as  they  are  divided. 

There  is  no  doubt  that  this  is  a very  excellent  method  for  complete  extirpation  of  the 
tongue.  When  the  disease  infiltrates  the  muscles  right  down  to  the  hyoid  bone,  it  is  very 
easy  to  leave  some  portion  of  it  behind  in  any  other  operation,  whereas  in  Kocher’s  the  whole 
muscular  mass  is  exposed  and  the  excision  can  be  carried  as  far  back  and  as  low  down  as 
may  be  necessary.  But  at  the  same  time  it  is  only  for  those  cases  where  the  infiltration 
extends  far  back  or  deep  down  and  where  the  whole  of  the  organ  has  to  be  removed  right 
back  to  the  hyoid  bone  that  the  operation  is  essential.  Kocher  himself  spoke  of  it  as  an 
•operation  that  could  be  carried  out  antiseptically.  This  of  course  is  not  possible.  At  the 
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same  time,  however,  the  sepsis  is  more  or  less  superficial  and  , possibly  may  be  kept 
under  control  by  packing  the  mouth  wound  with  antiseptic  gauze,  and  it  is  as  much  to  enable 
the  wound  to  be  packed  in  this  way  as  to  prevent  blood  getting  into  the  trachea  at  the  time 
•of  the  operation  that  a tracheotomy  is  desirable. 

Dressings. — After  the  tongue  has  been  removed,  the  surface  of  the  stump  is  sponged  with 
a solution  of  chloride  of  zinc  (40  grains  to  the  oz.)  and  the  wound  is  firmly  packed  with 
•cyanide  or  iodoform  gauze.  Caution  must  be  observed  in  using  the  latter  because  several 
cases  of  iodoform  poisoning  have  occurred.  The  external  wound  is  stitched  up  and  one 
•or  more  drainage  tubes  are  inserted,  passing  from  the  most  dependent  parts  of  the  mouth 
wound  into  the  neck  so  as  to  carry  off  all  discharge  freely.  The  Hahn’s  tube  is  removed  and 
either  a fresh  one  is  inserted  for  24  hours  or  an  ordinary  tracheotomy  cannula  is  substituted 
according  to  whether  or  not  there  is  much  likelihood  of  discharges  finding  their  way  through 
the  glottis. 

After-treatment  of  operations  upon  the  tongue. — After  the 
disease  has  been  removed  and  the  haemorrhage  arrested,  the  raw  surface 
•should  always  be  swabbed  with  a solution  of  chloride  of  zinc  (40  grs.  to 
the  oz.),  care  being  taken  that  none  of  the  solution  runs  down  into  the 
pharynx.  The  chloride  of  zinc  is  allowed  to  penetrate  into  all  parts  of 
the  wound,  which  is  opened  out  for  the  purpose,  and  if  this  be  done 
carefully  it  will  be  found  that  the  immediate  sepsis  is  less  and  that  septic 
decomposition  is  sometimes  delayed  sufficiently  for  the  wound  to  become 
covered  with  inflammatory  exudation,  and  thus  to  be  more  or  less 
protected. 

The  next  point  is  to  diminish  the  size  of  the  wound  in  the  mouth 
as  far  as  possible  by  stitching  together  the  cut  edges  of  the  mucous 
membrane  with  catgut.  In  all  the  operations  on  the  mouth,  as  we  have 
already  said  (see  p.  36),  every  available  portion  of  sound  mucous 
membrane  should  be  dissected  up  and  saved,  with  the  view  of  carrying 
out  this  reparation  at  the  end  of  the  operation.  From  the  nature  of 
things  the  suturing  of  the  mouth  wound  will  be  very  irregular,  and  it 
does  not  much  matter  if  there  be  considerable  tension  upon  the  sutures, 
as,  if  even  the  stitches  cut  through,  adhesions  will  have  formed  and  a 
considerable  diminution  will  be  effected  in  the  size  of  the  wound 
during  the  early  stages,  and  the  greatest  risk  of  sepsis  thus  overcome. 

There  is  considerable  diversity  of  opinion  as  to  the  best  method  of 
treating  the  wound  after  the  operation.  Some  surgeons  dust  the  raw 
surface  freely  with  iodoform,  but  this  is  a dangerous  procedure,  because 
a wound  of  this  kind  requires  a large  quantity  of  iodoform,  and  absorption 
•of  the  drug  from  the  mouth  is  always  very  free,  and  a large  number  of 
cases  of  very  severe  iodoform  poisoning  have  undoubtedly  occurred.  It 
is  probable  that  the  patient  actually  swallows  a considerable  quantity. 
Whitehead  has  introduced  a special  varnish  (see  p.  38)  which  he  applies 
immediately  after  the  operation  and  renews  on  subsequent  occasions.  We 
have  tried  it,  but  we  cannot  say  that  we  have  seen  any  particular  good 
result.  Kocher  packs  the  mouth  full  of  gauze  and  allows  the  patient  to 
breathe  through  a tracheotomy  tube ; again  we  cannot  say  that  we  have 
seen  any  real  advantage  in  the  way  of  asepsis  result  from  this.  Our 
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own  plan  is  rather  to  interfere  as  little  with  the  wound  in  the  way  of 
dressings  as  possible.  As  soon  as  the  patient  can  employ  them,  antiseptic 
mouth-washes  are  frequently  used.  Before  that  time  we  are  accustomed 
to  simply  allow  the  discharges  to  be  expectorated  or  to  drain  from  the 
mouth,  facilitating  their  removal  occasionally  by  gently  spraying  or 
syringing  the  raw  surface  with  lotions  of  chlorate  of  potash  or  bicarbonate 
of  soda,  and  the  nurse  is  instructed  to  thoroughly  cleanse  the  teeth 

and  to  brush  them  well  with  an  antiseptic  mouth-wash  such  as  strong 

boro-glyceride  or  sanitas.  When  there  is  a drainage  tube  passing  from 

the  wound  in  the  mouth  through  an  opening  in  the  neck,  the  syringing 

and  spraying  of  the  mouth  can  be  practised  very  freely  from  quite  an 
early  period,  as  the  fluid  readily  finds  its  way  out  through  the  tube.  The 
latter  should  be  so  arranged  that  its  end  projects  into  the  cavity  of  the 
mouth  for  at  least  three  or  four  days  so  as  to  prevent  the  possibility  of 
discharges  accumulating  on  the  raw  surface.  It  may  then  be  shortened  so  as 
to  allow  the  opening  in  the  mouth  to  close  gradually. 

The  point  of  greatest  importance  is  the  feeding,  and  we  are  strongly 
of  opinion  that  it  is  well  to  trust  entirely  to  rectal  feeding  for  two  or 
three  days,  especially  after  the  more  severe  forms  of  operation,  unless 
the  patient  be  very  debilitated.  This  is  done  not  because  the  patient  is 
necessarily  unable  to  swallow,  but  because  food  is  apt  to  collect  in  the 
wound  in  spite  of  the  greatest  care,  and  such  substances  as  milk  and 
beef  tea  decompose  very  rapidly.  This  is  a trouble  that  can  hardly  be 
avoided,  and  we  are  therefore  most  careful  to  guard  against  the  introduction 
of  any  putrescible  substance  into  the  mouth.  The  patient  will  do  perfectly 
well  for  three  or  four  days  with  alternate  rectal  enemata  and  zyminised  sup- 
positories every  two  hours,  the  bowel  being  washed  out  daily  with  a large 
warm-water  enema.  Of  course,  should  the  patient’s  condition  demand  it, 
feeding  by  the  mouth  must  be  had  recourse  to,  but  this  should  be  done 
as  little  as  possible  and  should  be  combined  with  the  use  of  rectal 
alimentation.  The  wound  should  have  granulated  fairly  completely  and 
be  more  or  less  protected  against  infection  before  food  is  taken  by 
the  mouth. 

If  mouth  feeding  be  necessary  from  the  first,  it  should  be  done  by  means 
of  a tube  attached  to  a feeder;  a long  soft  rubber  catheter — No.  14-16 — 
will  do  very  well.  This  should  be  slipped  down  one  side  of  the  pharynx 
into  the  oesophagus,  and  the  fluid  poured  slowly  along  it  so  as  to  allow 
the  patient  time  to  swallow.  It  is  quite  unnecessary  to  pass  a large  tube 
into  the  stomach,  as  the  above  method  is  quite  satisfactory  and  the  larger 
tube  will  be  sure  to  disturb  the  patient.  After  the  food  has  been  administered 
in  this  way,  the  meal  may  be  finished  by  pouring  half  an  ounce  of  lotio  boracis 
into  the  feeder  and  down  the  rubber  tube,  so  as  to  clear  out  the  last  few 
drops  of  milk  or  beef  tea,  and  thus  to  avoid  fouling  the  wound  in  the  mouth 
as  the  feeding  tube  is  withdrawn.  The  mouth  should  also  be  thoroughly 
rinsed  out  or  sprayed  with  an  antiseptic  solution  immediately  after  the 
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meal.  The  only  thing  actually  allowed  in  the  mouth  should  be  a little 
ice  if  the  patient  complains  of  thirst  or  the  mouth  feels  dry.  i 

At  the  end  of  the  first  twenty-four  hours  the  patient  should  have  a saline 
purge,  one  and  a half  ounces  of  mist,  alb.,  administered  through  the 
tube  in  the  same  way.  All  these  patients  swallow  a certain  amount  of 
blood  either  at  the  time  of  the  operation  or  afterwards,  and  this  is  apt  to 
disorder  the  digestion ; by  giving  a purge  it  is  got  rid  of  and  the  patient 
made  comfortable.  It  is  also  a good  plan  to  give  salol  in  lo-grain  doses 
three  times  a day  for  the  first  three  or  four  days ; it  tends  to  prevent  decom- 
position and  may  be  made  up  with  a small  quantity  of  mucilage  of  tragacanth 
so  that  it  adheres  to  the  raw  surfaces. 

As  soon  as  the  patient  recovers  from  the  effects  of  the  antesthetic  he 
should  be  propped  up  in  the  sitting  position  with  the  head  bent  well 
forwards  in  order  to  facilitate  the  escape  of  discharges  from  the  mouth. 
It  will  generally  be  found  that  by  the  second  day  the  patient  sits  up 
naturally,  and,  unless  the  operation  has  been  very  extensive,  he  can  usually 
get  up  on  the  fourth  or  fifth  day,  and  in  any  case  should  be  encouraged 
to  do  so  as  soon  as  he  feels  inclined.  Recovery  is  usually  very  rapid  where 
no  unfavourable  complication  arises,  so  that  by  the  end  of  a fortnight  or 
three  weeks  the  patient  is  practically  well.  He  should,  however,  be  kept 
under  close  observation  for  three  weeks  from  the  time  of  operation,  because 
secondary  haemorrhage  may  occur  at  any  time  up  to  then  j ic  is  most  common 
from  the  tenth  to  the  sixteenth  day  after  the  operation,  when  the  lingual  trunk 
has  been  tied  in  a wound  communicating  with  the  mouth. 

The  question  of  recurrence. — Should  recurrence  occur  in  the  mouth, 
the  question  of  the  feasibility  of  further  operation  will  entirely  depend  upon 
where  it  is  situated  and  its  extent.  Frequently  it  is  only  a small  mass  at  one 
end  of  the  cicatrix  and  is  then  best  removed  by  simply  cutting  out  the 
affected  area  with  scissors  and  going  over  it  freely  with  the  cautery.  On 
the  other  hand,  it  may  occur  in  the  depth  of  the  wound  amongst  the 
remain.s  of  the  muscles  of  the  tongue  and  may  be  inoperable.  No  special 
rules  can  be  laid  down  for  these  cases,  but  the  case  must  be  carefully 
watched,  the  patient  being  seen  every  three  or  four  weeks  for  several 
months,  so  as  to  detect  the  recurrence  at  the  earliest  possible  period. 
'I’he  thermo-cautery  is  a very  effectual  method  of  removing  recurrence  in 
the  superficial  parts,  partly  because  it  causes  little  or  no  bleeding,  whereas 
the  cicatricial  tissue,  being  extremely  vascular  in  the  early  stages,  oozes  freely 
when  removed  with  the  knife  or  scissors,  and  partly  because,  as  the  cautery 
burns  its  way  through  the  diseased  area,  the  tissues  around  are  charred,  so 
that  much  more  is  destroyed  than  would  be  removed  by  the  knife ; moreover 
the  seared  surface  does  not  so  readily  become  the  seat  of  septic  infection  as  a 
raw  one  would. 
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SO 


THE  OPERATIONS  UPON  THE  GLANDS. 

(ilands  enlarged  secondarily  to  cancer  of  the  tongue  occur  very  early 
and  in  various  situations,  such  as  the  submental  or  the  submaxillary  region, 
the  anterior  triangle  or  above  the  digastric  muscle.  Wherever  they  first 
appear,  they  soon  spread  along  the  carotid  sheath  and  extend  backwards 


Fig.  14. — The  Superficial  Lymphatics  and  Glands  of  the  Head,  Face,  and 
Neck.  (Gray's  Anatomy.) 


under  the  sterno-mastoid  particularly  in  the  neighbourhood  of  the  mastoid 
process.  A glance  at  Figs.  14  and  15  will  explain  the  distribution  of  the 
various  glands  in  these  regions.  We  have  already  pointed  out  (see  p.  29) 
that  it  is  necessary  to  remove  not  only  the  glands  actually  enlarged  but 
also  the  whole  area  of  glandular  tissue  and,  in  dealing  with  the  anterior 
triangle  in  particular,  the  operation  must  not  be  limited  to  the  triangle  itself 
but  must  extend  in  all  directions,  particularly  backwards  beneath  the  sterno- 
mastoid  muscle  as  far  as  the  posterior  triangle. 
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1.  Removal  of  grlands  from  the  submental  region.  — Glands 
appear  here  especially  frequently  in  disease  of  the  anterior  portion  of 
the  floor  of  the  mouth,  chiefly  when  it  is  in  the  immediate  neighbourhood 
of  the  frenum.  The  glands  are  felt  directly  below  the  symphysis  and 
just  above  the  body  of  the  hyoid  bone.  They  are  mainly  superficial,  but 


Fic.  15. — The  Deep  Lymphatics  and  Glands  of  the  Neck  and  Thorax. 
(Gray’s  Anatomy.) 


it  must  be  remembered  that  some  are  present  beneath  the  genio-hyoid 
muscles. 

The  best  incision  for  removing  these  glands  is  a curved  one  parallel 
with  the  lower  border  of  the  jaw  and  about  half  an  inch  below  it  (see 
Fig.  16).  The  flap  thus  marked  out  is  thrown  downwards,  the  deep 
fascia  over  the  genio-hyoid  muscles  is  exposed  and  it  and  the  glands  are 
thoroughly  removed ; the  genio-hyoid  muscles  are  then  separated  and  the 
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fat  and  glands  beneath  them  taken  away.  AVhen  the  tongue  is  being 
operated  upon  at  the  same  sitting,  it  is  best  to  begin  by  removing  the 
glands  and  then  to  proceed  to  the  operation  upon  the  tongue. 

2.  Removal  of  g'lands  from  the  submaxillary  region. — 
Enlarged  glands  in  this  situation  are  common  when  the  disease  is  situated 
well  forward  in  the  lateral  region  of  the  tongue  or  the  floor  of  the  mouth. 
In  the  latter  cases  the  sublingual  salivary  gland  is  also  involv’ed.  The- 
glands  in  the  submaxillary  region  are  readily  cleared  out  by  turning  up- 
a flap  made  by  carrying  an  incision  from  just  on  the  affected  side  of  the 
symphysis  down  to  the  hyoid  bone  and  curving  it  upwards  to  just  below 
the  angle  of  the  jaw  (see  Fig.  17).  The  flap  containing  skin,  superficial 
fascia  and  platysma  is  turned  up  and  the  deep  fascia  covering  the  sub- 
maxillary region  is  exposed.  ^Vhen  this  is  divided,  the  submaxillary  salivary 


Fig.  17.— Incision  for  the  Remov.^l  of  Glands  from- 
THE  Submaxillary  Region. 


gland  comes  into  view  and  large  lymphatic  glands  in  its  neighbourhood 
are  at  once  found.  Glands  will  also  be  found  beneath  the  jaw  running 
outwards  towards  the  angle  and  one  or  two  may  be  met  with  in  intimate 
connection  with  the  facial  vessels.  Although  the  submaxillary  salivary 
gland  itself  is  not  usually  affected  except  by  direct  extension,  it  is  almost 
always  advisable  to  remove  it  because  the  affected  lymphatic  glands  are 
very  intimately  adherent  to  its  sheath  and  may  sometimes  lie  actually 
amongst  its  lobules,  so  that,  unless  the  salivary  gland  be  removed,  lymphatic 
glands  are  very  likely  to  be  left  behind.  Another  and  highly  important 
reason  for  removing  the  gland  is  that  the  orifice  of  its  duct  is  very  likely 
to  be  interfered  with  by  the  operation  in  the  mouth  and  subsequent  stenosis, 
with  a painful  swelling  and  possibly  suppuration  of  the  gland,  may  occur.. 
I'his  may  not  only  be  a serious  source  of  annoyance  to  the  patient  but 
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may  be  actually  mistaken  for  recurrence  of  the  growth.  'J'he  facial  vessels 
are  tied  as  they  cross  the  jaw  and  the  deep  fascia  passing  from  the  jaw 
over  the  salivary  gland  is  divided  along  the  bone  as  far  back  as  the 
angle  of  the  jaw  and  just  above  the  hyoid  bone  below.  The  fascia  is 
pulled  down  above,  the  finger  is  carefully  insinuated  between  the  lower 
jaw  and  the  upper  edge  of  the  submaxillary  gland  and  this  structure 
together  with  the  fat  and  glands  connected  with  it  are  carefully  pulled 
■down,  taking  care  not  to  perforate  the  mucous  membrane  of  the  floor 
•of  the  mouth.  Any  enlarged  glands  running  backwards  from  the  sub- 
maxillary to  the  angle  of  the  jaw  are  also  detached  from  the  bone  and 
the  whole  mass  is  peeled  carefully  downwards  and  forwards.  The  facial 
vessels  are  then  seized  and  divided  before  they  reach  the  gland,  and 
the  anterior  portion  of  the  submaxillary  as  it  passes  beneath  the  mylo- 
hyoid muscle  is  gradually  shelled  out  along  with  its  duct.  The  latter 
should  be  ligatured  before  division  and  cut  short.  The  whole  of  the 
_glandular  area  can  thus  be  removed  in  one  mass.  Should  the  operation 
upon  the  glands  be  done  as  a preliminary  to  treatment  of  the  disease  in 
the  mouth,  the  surgeon  can  if  he  chooses  proceed  to  ligature  the  lingual 
artery  in  its  continuity,  as  it  will  be  exposed  in  the  dissection.  The  wound 
is  closed  and  dressed  in  the  ordinary  manner  and  the  disease  in  the 
mouth  is  dealt  with  separately  unless  it  be  of  such  a nature  as  to  demand 
a communication  between  the  wound  in  the  mouth  and  that  in  the  neck, 
in  which  case  the  wound  in  the  latter  situation  is  left  open  until  the  end 
■of  the  operation,  when  a large  drainage  tube  is  inserted  through  it  into 
the  most  dependent  spot  in  the  mouth  and  the  rest  of  the  incision  is 
brought  together  with  a few  interrupted  silkworm  gut  sutures. 

3.  Removal  of  grlands  from  the  anterior  triang-le. — This  is  the 
situation  in  which  the  enlarged  glands  are  chiefly  found,  and  the  one  in 
which  the  greatest  thoroughness  is  essential,  for  it  must  always  be  remem- 
bered that,  if  the  glands  be  imperfectly  removed  and  recurrence  occurs,  it 
is  practically  impossible  to  perform  a second  operation  satisfactorily.  The 
first  operation  therefore  cannot  be  too  thorough. 

These  glands  are  in  intimate  relation  with  the  sheath  of  the  jugular 
vein,  and  at  quite  an  early  stage  it  is  difficult  to  separate  the  two  structures. 
At  a later  period  the  vein  is  usually  so  mixed  up  with  the  mass  of  glands 
that  it  is  excessively  difficult  to  remove  the  latter  without  injuring  the  vein. 
The  main  enlargement  occurs  in  the  neighbourhood  of  the  bifurcation  of 
the  carotid,  but  the  glands  run  right  upwards  to  the  parotid  and,  when  the 
■disea.se  is  situated  at  the  back  of  the  tongue,  special  care  is  necessary  in 
removing  the  glands  and  lymphatic  vessels  which  cross  in  front  of  and 
behind  the  digastric  muscle.  In  this  region  also  the  glands  extend  outwards 
under  the  sterno-mastoid,  and  are  usually  divided  into  two  main  groups 
by  the  spinal  accessory  nerve.  The  upper  and  posterior  mass  bulges 
beneath  the  muscle  and  is  intimately  connected  with  the  deep  fascia 
over  the  deeper  muscles  in  the  neck  where  it  extends  on  to  the  atlas,  and 
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this  fascia  must  be  divided  above  in  order  to  allow  of  thorough  removal.  We 
have  already  laid  stress  (see  p.  21)  upon  the  great  importance  of  taking 
care  not  to  rupture  the  glands  in  removing  them  for  fear  of  epithelio- 
matous  infiltration  of  the  wound,  and  therefore  all  incisions  should  be  very 
free,  and  the  glands  should  be  thoroughly  exposed  before  any  attempt  is 
made  to  get  them  out.  There  should  be  no  attempts  to  pull  enlarged  glands- 
out  of  deep  recesses  when  an  increase  in  the  length  of  the  incision  or  a 
further  dissection  will  enable  them  to  be  removed  without  risk.  And,  lastly, 
no  attempt  whatever  should  be  made  to  shell  each  individual  gland  out,  but 
the  whole  of  the  tissues  in  which  the  gland  is  lying  must  be  removed  en 
masse.  Attempts  to  shell  out  soft  glands  will  generally  lead  to  their  rupture ; 
should  such  an  accident  happen,  the  best  thing  is  probably  to  wash  out 
the  wound  with  a 1-2000  sublimate  solution  and  then,  opening  up  the  whole 
surface,  to  carefully  rub  it  over  with  undiluted  carbolic  acid.  We  have  had 
accidents  of  this  kind,  and  in  one  or  two  cases  have  avoided  the  occurrence 
of  infection  by  this  method;  but  it  must  be  confessed  that  at  other  times  it 
has  failed  us,  probably  because  the  carbolic  acid  did  not  reach  some  portion 
of  the  raw  surface.  The  actual  steps  of  the  operation  are  as  follows : 

In  the  first  place  certain  guides  are  necessary  to  perform  the  operation 
systematically  as  it  should  be  performed.  It  is  not  sufficient  simply  to 
cut  down  on  an  enlarged  gland  and  to  remove  it  with  some  of  the  tissue 
around.  The  first  guide  is  the  anterior  border  of  the  sterno-mastoid,  which 
must  be  exposed  throughout  the  whole  area.  The  second  is  the  jugular  vein, 
which  should  always  be  exposed  below  the  glandular  mass.  The  third  is 
the  spinal  accessory  nerve.  The  incision  through  the  skin  should  always 
be  free,  and  no  attempt  should  be  made  to  avoid  scarring  the  neck.  In 
all  cases  where  there  is  a mass  of  glands  in  the  anterior  triangle,  an  incision 
should  be  made  commencing  about  the  level  of  the  lobule  of  the  ear  and 
running  down  along  the  anterior  border  of  the  sterno-mastoid  well  below  any 
glandular  enlargement,  usually  to  about  the  level  of  the  cricoid  cartilage ; 
it  should  curve  somewhat  inwards  towards  the  larynx  at  its  lower  end. 
This  incision  will  generally  expose  the  parts  freely,  and  can  be  extended 
lower  if  necessary  (see  Fig.  18).  Should  there  be  enlargement  of  the 
glands  in  the  submaxillary  region  also,  a second  incision  can  be  carried 
forwards  over  that  area  at  right  angles  to  the  first.  If  there  be  also  con- 
siderable enlargement  of  the  glands  beneath  the  upper  part  of  the  sterno- 
mastoid,  it  may  be  advisable  to  carry  an  incision  backwards  at  right  angles 
to  the  main  one  near  its  upper  end,  and  even  to  divide  the  muscle  itself 
about  an  inch  or  so  below  its  insertion  into  the  mastoid  process  in  order 
to  get  thoroughly  at  them. 

The  single  oblique  incision  described  above  is  carried  through  the  skin 
and  platysma  until  the  margin  of  the  sterno-mastoid  is  exposed  throughout. 
The  external  jugular  vein  will  be  met  with  above  and  should  be  clamped 
in  two  places  and  divided.  The  cutaneous  nerves  cannot  well  escape 
division.  The  anterior  edge  of  the  muscle  is  exposed  by  opening  the 
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layer  of  deep  fascia  covering  it,  and  the  superficial  structures,  skin,  fat  and 
platysma,  comprising  the  anterior  edge  of  the  incision,  are  dissected  well 
forwards  leaving  the  deep  cervical  fascia  untouched.  .Should  the  glands  be 
very  prominent,  care  should  be  taken  to  avoid  cutting  too  near  them. 
The  skin  and  fat  are  now  pulled  firmly  forward  by  suitable  retractors  and 
the  surgeon  proceeds  to  define  the  internal  jugular  vein  below  the  enlarged 
glands.  A vertical  incision  is  made  through  the  deep  fascia  just  in  front 
of  the  anterior  margin  of  the  sterno-mastoid  at  the  lower  end  of  the  wound 
and  the  vein  is  exposed  almost  immediately  with  the  handle  of  the  knife. 
In  our  opinion  it  is  advisable  in  almost  all  these  cases  to  remove  the  vein 
because  its  sheath  is  always  involved  in  the  disease  and,  if  the  vein  be 


Fig.  i8. — Incisions  for  the  Removal  of  Enlarged  Glands  in  the  Neck.  Tlie 
thick  black  line  is  the  main  incision  along  the  anterior  margin  of  the  sterno-mastoid 
muscle.  The  lower  end  of  it  may  be  curved  a little  inwards  towards  the  middle  line  if 
desired.  The  anterior  dotted  line  is  for  exposure  of  the  submaxillary  region,  the 
posterior  one  for  gaining  access  to  enlarged  glands  beneath  the  sterno-mastoid  and  in 
the  upper  part  of  the  posterior  triangle. 


left  behind,  infected  portions  are  very  apt  to  remain  with  it.  Moreover  it 
is  frequently  inextricably  involved  in  the  glandular  mass,  and  efforts  to 
dissect  off  the  glands  are  very  likely  to  lead  to  tearing  of  the  vein  wall 
and  to  most  annoying  bleeding  which  may  seriously  interfere  with  the 
success  of  the  operation.  Removal  of  the  vein  is  absolutely  necessary  also 
in  all  cases  where  the  wound  communicates  with  the  mouth  and  requires 
drainage ; unless  taken  away,  the  vein  becomes  batbed  in  septic  discharges 
and  is  usually  jiressed  upon  by  the  drainage  tube,  and  septic  thrombosis  is 
very  likely  to  occur.  When  the  vein  has  been  exposed  below  the  glandular 
mass,  it  is  isolated,  clamped  in  two  places  and  divided  between.  The 
lower  end  may  then  be  ligatured  whilst  the  upper  portion  is  pulled  well 
forward  and  the  finger  is  gently  insinuated  between  it  and  the  artery  and 
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the  vagus,  separating  it  gradually  upwards  together  with  the  whole  mass  of 
glands,  fat  and  fascia.  This  separation  is  continued  until  the  mass  is  free 
of  the  artery  and  the  nerve  and  is  carried  as  far  forward  as  the  sub- 
maxillary triangle  and  as  far  upward  as  the  parotid.  The  mass,  with  the 
finger  kept  in  position  behind  it,  is  then  pushed  well  backwards,  and  the 
deep  cervical  fascia  is  divided  with  a knife  well  in  front  of  the  mass  from 
the  submaxillary  triangle  above,  downwards  along  the  side  of  the  larynx. 
This  part  of  the  operation  will  be  accompanied  by  fairly  free  haemorrhage 
and  several  important  vessels  may  be  divided,  such  as  the  thyroid,  lingual 
and  facial  veins ; these  should  be  clamped  as  they  are  cut.  The  mass  is 
now  free  below  and  in  front  and  can  then  be  turned  backwards.  This 
will  expose  the  digastric  muscle  above,  and  the  relation  of  this  structure  to 
the  affected  area  is  noted.  When  the  disease  in  the  tongue  is  far  back, 
the  glandular  enlargement  often  involves  the  muscle,  or  at  any  rate  will  occur 
both  above  and  beneath  it,  and  special  care  must  be  taken  to  remove  all  the 
fat  and  glands  from  its  vicinity.  Should  the  muscle  itself  be  involved  there 
need  be  no  hesitation  in  removing  it. 

The  jugular  can  now  be  secured  above  the  main  glandular  mass  by 
turning  it  well  backwards  and  insinuating  an  aneurysm  needle  around 
the  vein  so  as  to  ligature  it  in  two  places  and  divide  it  between. 

The  next  point  demanding  attention  is  the  spinal  accessory  nerve. 
The  glandular  mass  is  replaced  in  position,  pulled  well  forward,  and  the 
knife  is  carried  through  the  deep  layer  of  the  sheath  of  the  sterno-mastoid 
just  along  its  edge  and  the  parts  detached  from  the  muscle  with  a dissector 
until  the  nerve  comes  into  view,  ^ye  have  never  found  any  difficulty  in 
ascertaining  its  position,  as  the  handle  of  the  knife  or  the  dissector  stripping 
off  the  fascia  from  the  under  surface  of  the  sterno-mastoid  generally  causes 
sufficient  irritation  of  the  nerve  to  lead  to  contraction  of  the  muscle.  The 
spinal  accessory  usually  runs  right  through  the  mass  of  glands,  but  we 
have  rarely  found  it  actually  infiltrated.  It  generally  runs  in  a channel 
between  the  glands,  and  may  be  easily  isolated  by  slipping  a probe  along 
this.  Great  care  is  necessary  in  getting  down  to  and  opening  this 
canal  to  avoid  cutting  through  cancerous  glands,  and  the  surgeon  should 
work  well  from  the  outer  side.  The  most  difficult  part  is  to  clear  the 
glands  above  the  nerve  when  there  is  much  enlargement  in  this  situation 
as  the  glands  tend  to  spread  into  and  beneath  the  parotid  and  the  upper 
part  of  the  sterno-mastoid.  Luckily  there  are  few  important  structures 
in  this  region  and  free  removal  is  unaccompanied  by  danger.  The  best 
plan  in  bad  cases  is  to  carry  an  incision  backwards  at  right  angles  to  the 
original  one  about  an  inch  and  a half  below  the  mastoid  process.  The 
skin  is  dissected  up  on  either  side  for  a short  distance  and  the  sterno- 
mastoid  is  divided,  leaving  enough  above  to  enable  the  ends  to  be  stitched 
together  afterwards.  As  the  division  of  the  muscle  proceeds,  the  incision 
must  be  very  cautiously  deepened  because  glands  are  very  often  adherent 
to  its  under  surface.  Should  this  be  the  case,  portions  of  the  miuscle 
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must  be  excised  so  that  the  knife  does  not  go  too  near  to  the  gland. 
'I'he  lower  end  of  the  muscle  is  now  thrown  down  and  the  upper  part 
■drawn  up,  when  a good  view  is  obtained  of  the  tissues  beneath.  'I'he 
limits  of  the  affected  area  are  now  clearly  defined  and  all  that  is  necessary 
is  to  divide  the  fascia  behind  and  above  it.  Behind,  the  incision  is 
deepened  until  the  splenius  capitis  and  the  other  muscles  are  exposed, 
and  the  fascia  attached  to  the  atlas  is  divided.  The  whole  area  of 
glands  and  soft  tissues  can  then  be  lifted  off  the  deeper  parts  and  pushed 
down  in  one  mass. 

'I'he  lower  end  of  the  sterno  mastoid  is  now  thrown  downwards  and 
backwards,  and  all  the  fat,  fascia  and  glands  below  the  spinal  accessory 
iire  removed  right  back  into  the  posterior  triangle.  The  glands  are  usually 
not  markedly  enlarged  in  this  situation,  and  are  readily  peeled  down  with  a 
blunt  dissector  or  the  finger. 

^^Ten  the  entire  affected  area  has  been  thus  removed,  the  wound 
is  thoroughly  examined  to  see  that  all  that  is  necessary  has  been  done, 
and  if  this  be  the  case  all  the  structures  in  the  anterior  triangle  of  the 
neck  should  be  easily  seen.  The  carotid  and  its  branches,  the  vagus  and 
the  sympathetic  should  all  be  visible,  and  the  two  former  structures  should 
be  pulled  aside  to  see  whether  there  be  any  enlarged  glands  behind 
them.  The  spinal  accessory  nerve  is  also  seen,  as  well  as  the  digastric 
muscle  and  the  various  structures  in  the  submaxillary  region.  The  under 
surface  of  the  sterno-mastoid  should  show,  stripped  bare  of  its  fascia, 
and  the  deeper  muscles  of  the  neck  should  also  be  seen  devoid  of  their 
fascial  covering.  When  the  sterno-mastoid  has  been  divided  it  should  be 
united  with  catgut  in  the  ordinary  manner  (see  Part  II.,  p.  200). 

If  done  in  this  way,  there  should  be  no  recurrence  after  operations  for 
cancerous  glands  in  the  neck  and  this  is  now  our  experience.  Instead  of 
the  recurrences  which  were  formerly  frequent,  we  seldom  have  recurrence 
in  the  region  operated  upon  at  all.  Of  course  recurrence  may  occur  further 
back  in  the  posterior  triangle  or  in  the  submaxillary  region  when  the  latter 
has  not  been  cleared.  In  some  cases  also  recurrence  may  occur  in  the 
parotid. 

After-treatment. — This  is  practically  the  same  as  the  after-treatment  in 
the  other  cases.  When  the  wound  does  not  communicate  with  the  mouth  no 
drainage  tube  is  required.  The  incision  is  closed  by  a continuous  suture 
and  the  ordinary  antiseptic  dressings  are  applied,  a large  mass  of  wool  being 
put  on  at  the  time  of  the  operation  so  as  to  act  as  an  efficient  splint  and 
keep  the  parts  at  rest.  When  the  wound  communicates  with  the  mouth 
drainage  must  be  employed,  and  the  tubes  should  be  brought  out  at  the 
most  dependent  spots,  the  tube  being  made  to  emerge  in  the  posterior  triangle 
through  a button-hole  in  the  skin. 

Palliative  treatment. — Something  must  be  done  to  relieve  the  patient 
in  inoperable  cases,  as  death  from  cancer  of  the  tongue  is  most  painful. 
The  fcetor  of  the  breath,  the  intense  pain,  the  frequent  hremorrhages  and 
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the  difficulty  in  swallowing  and  sometimes  in  breathing  are  sources  of  the 
greatest  misery.  Dyspficea,  if  severe,  of  course  necessitates  tracheotomy. 
The  dysphagia  may  in  many  cases  be  relieved  by  rectal  feeding. ^ Enemata 
containing  beef-tea,  milk,  the  yolk  of  an  egg,  all  previously  peptonised,. 
together  with  sufficient  stimulant,  should  be  given  every  four  hours  and  in 
the  intervals  zyminised  suppositories  may  be  employed.  When  the  pain  on 
swallowing  is  so  great  it  is  seldom  that  an  oesophageal  tube  can  be  passed 
with  any  comfort,  and  rectal  feeding  is  the  only  alternative.  Gastrostomy 
or  cesophagostomy  has  been  proposed,  but  the  cases  are  hopeless  and  it  is 
not  worth  while  to  prolong  the  patient’s  agony  for  a few  weeks  by  such  an 
operation. 

To  check  the  foetor,  the  increased  salivation  and  the  haemorrhage  it  has 
been  proposed  that,  even  when  widespread  glandular  infection  in  the  neck 
renders  the  case  inoperable,  it  may  be  justifiable  to  try  to  remove  the 
disease  from  the  mouth  so  as  to  relieve  the  patient  of  these  troubles.  Of 
course  if  this  be  feasible  and  the  patient  can  stand  the  operation,  great 
benefit  would  no  doubt  result ; at  the  same  time  however  it  is  our  experience 
that,  when  the  disease  can  be  removed  from  the  mouth  without  much 
chance  of  recurrence,  the  glands  may  always  be  taken  away,  and  the  pro- 
bability therefore  is  that  in  any  case  where  the  glands  in  the  neck  are 
really  inoperable  the  disease  in  the  mouth  would  be  inoperable  also,  and 
thus  the  question  would  not  arise.  Unless  the  disease  can  be  removed 
from  the  mouth  with  a good  prospect  of  non-recurrence,  this  operation 
should  of  course  not  be  done. 

The  foetor  of  the  breath  should  be  treated  by  the  frequent  use  of  various 
antiseptic  solutions  as  mouth-washes  (sanitas  or  boro-glyceride),  and  by 
powdering  the  surface  of  the  sore  frequently  with  iodol  and  touching  it 
occasionally  with  pure  carbolic  acid  after  drying  it  carefully.  These  means 
are  as  a rule  however  very  ineffectual. 

The  pam  is  often  much  relieved  by  the  insufflation  of  orthoform.  The 
mouth  is  opened,  the  surface  of  the  ulcer  is  cleansed  and  dried  as  far 
as  possible,  and  the  powdered  drug  is  blown  over  the  surface.  Orthoform 
is  not  poisonous  and  there  is  therefore  no  danger  in  repeating  this  frequently^ 
It  should  be  applied  at  least  half  an  hour  before  taking  food  as  its  effect 
often  lasts  for  a considerable  time  and  it  may  give  great  relief.  Other  drugs, 
such  as  cocaine  and  morphine,  are  of  course  also  called  for  and  these  may 
be  given  as  frequently  and  in  as  large  doses  as  may  be  necessary,  as  the 
patient’s  life  cannot  possibly  be  a prolonged  one. 

The  question  often  arises  as  to  whether  the  lingual  nerve  should  be 
divided  in  these  cases  to  stop  the  pain.  When  it  can  be  done,  it  is  of  course 
of  great  advantage,  but,  owing  to  the  extent  of  the  disease,  this  is  generally 
impossible,  and  even  when  done  it  does  not  always  relieve  the  patient’s 
pain.  The  operation  is  done  as  follows : 

' For  the  use  of  ox-serum  in  rectal  feeding,  as  recommended  by  Dr.  Otto  Griinbaum,  see- 
footnote  on  p.  98. 


CANCER. 


59 


Division  of  the  lingual  nerve. — The  mouth  is  opened  by  a gag  on  the 
sound  side,  and  the  opposite  angle  is  pulled  back  with  a retractor.  The  tip 
of  the  tongue  is  then  seized  with  forceps  and  pulled  forcibly  over  to  the 
sound  side,  when  the  nerve  should  start  into  prominence  beneath  the 
mucous  membrane  just  behind  and  below  the  last  lower  molar.  If  a 
vertical  incision  be  made  through  the  mucous  membrane  in  this  situation 
the  nerve  can  at  once  be  identified,  cleared  and  a portion  excised.  At 
the  same  time  it  is  obvious  that  if  the  growth  be  situated  in  this  region 
the  operation  is  difficult  or  impossible.  It  has  then  been  suggested  to 
divide  the  nerve  through  an  incision  below  the  jaw  and  at  the  .same  time 
to  ligature  the  lingual  artery,  but  it  is  doubtful  whether  such  a procedure 
is  really  worth  while. 

The  hcemorrhage  is  often  very  trying  and  reduces  the  patient  considerably, 
and  it  has  been  proposed  to  tie  the  external  carotid  in  the  neck,  taking 
great  care  to  keep  the  wound  uninfected.  It  is  a question  whether  it  is 
not  more  merciful  to  allow  the  patient  to  die  of  the  haemorrhage.  Styptics 
are  of  little  use  as  they  generally  cause  severe  pain  and  do  not  materially 
check  the  bleeding.  In  some  cases  the  haemorrhage  may  be  so  severe 
as  to  kill  the  patient  almost  immediately. 

Various  substances  such  as  methyl  violet,  Coley’s  fluid,  etc.,  have  been 
injected  for  the  cure  of  inoperable  cancer  of  the  tongue,  but,  as  far  as 
our  experience  goes,  we  cannot  recommend  any  of  them. 
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AFFECTIONS  OF  THE  FLOOR  OF  THE  MOUTH. 

RANULA^ 

By  a ranula  is  meant  a cyst  in  the  floor  of  the  mouth  or  on  the  under  surface 
of  the  tongue  due  to  dilatation  of  one  of  the  muciparous  glands  from  blocking 
of  its  duct.  In  some  cases  the  glands  beneath  the  tip  of  the  tongue  may 
be  the  seat  of  the  swelling  and,  when  the  tongue  is  put  out,  the  tumour  may- 
be protruded  instead  of  remaining  stationary  in  the  floor  of  the  mouth  in 
the  usual  position.  The  blocking  of  the  duct  may  be  due  to  an  inflammatory 
condition  about  the  orifice,  or  to  obstruction  by  inspissated  mucus. 

The  ranula  is  a rounded  prominent  swelling  on  one  side  of  the  middle 
line  which  varies  in  size  from  a pea  to  a plover’s  egg  and  has  a characteristic 
bluish  tint,  which  has  been  aptly  compared  to  a purple  grape.  It  contains 
a considerable  quantity  of  mucin  and  may  occasionally  be  large  enough 
to  interfere  with  the  movements  of  the  tongue. 

Treatment. — When  the  tumour  is  small,  the  best  plan  is  to  paint 
the  surface  with  a io%  solution  of  eucaine  and  to  inject  a few  drops  of  the 
solution  beneath  the  mucous  membrane  over  the  cyst  and  then,  seizing  its 
anterior  wall  in  catch  forceps,  to  divide  the  mucous  membrane  with  a pair 
of  sharp  scissors  and  to  remove  the  cyst  entire.  The  wall  of  the  cyst  itself 
must  be  seized  in  the  forceps  and  not  merely  the  mucous  membrane,  or 
else  the  cyst  wall  cannot  be  properly  pulled  out. 

When  the  cyst  is  large,  its  removal  entire  involves  a very  difficult  dissection 
which  leaves  a putrefying  cavity  in  the  floor  of  the  mouth.  The  best  plan 
is  to  apply  eucaine  as  above,  to  pull  up  the  tongue  with  tongue  forceps, 
to  seize  the  anterior  wall  of  the  cyst  in  catch  forceps  and  to  clip  away  as 
much  of  it  as  possible  so  as  to  expose  freely  the  deeper  part  of  the  cavity. 
'Fhis  portion  is  then  scraped  with  a small  sharp  spoon  and  sponged  over 
■with  undiluted  carbolic  acid  or  still  better  with  pure  nitric  acid  on  a glass 
brush ; the  acid  is  subsequently  neutralised  by  filling  the  mouth  with  a 
solution  of  carbonate  of  soda.  A strip  of  iodoform  gauze  is  then  packed 
into  the  cavity  and  renewed  daily  until  the  cyst  wall  is  everywhere  granu- 
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lating.  This  method  generally  effects  a cure,  and  it  is  only  when  recurrence 
takes  place  after  it  that  it  is  necessary  to  subject  the  patient  to  the  more 
severe  measures  required  for  complete  removal  of  the  cyst.  If  this  becomes 
necessary  it  should  be  done  under  a general  antesthetic,  the  cyst  carefully 
dissected  out  and  the  cavity  left  after  operation  carefully  packed  with  strips  of 
gauze,  after  the  raw  surface  has  been  thoroughly  swabbed  over  with  a solution 
of  chloride  of  zinc  (40  grs.  to  the  oz.)  to  prevent  putrefaction. 

SALIVARY  CALCULUS. 

Calculi  not  infrequently  occur  in  the  duct  of  the  submaxillary  gland.  They 
may  be  met  with  at  any  part  of  Wharton’s  duct  but  are  commonest  near 
its  orifice.  They  are  more  or  less  spindle-shaped,  and  consist  mainly  of 
phosphate  of  lime  with  a little  calcium  carbonate  deposited  around  a nucleus' 
of  inspissated  mucus.  At  first  the  calculus  passes  unnoticed  and  the 
patient’s  attention  is  often  only  called  to  it  by  an  enlargement  of  the  sub- 
maxillary gland.  This  structure  undergoes  chronic  inflammation  from  the 
obstruction  to  the  outflow  of  the  saliva,  and  becomes  enlarged  ; the  enlarge- 
ment is  increased  on  taking  food  and  may  cause  much  discomfort. 

A calculus  impacted  near  the  orifice  of  the  duct  is  easily  detected  as  a 
hard,  elongated  mass  in  the  line  of  the  duct,  the  orifice  of  which  is  usually 
swollen  and  reddened.  After  the  stone  has  remained  in  the  duct  for  some 
time  the  tissues  around  become  much  thickened,  and  it  is  sometimes- 
difficult  to  be  certain  that  the  case  is  not  one  of  tumour,  so  that  it  may 
be  necessary  to  incise  the  swelling  or  to  introduce  a needle  into  it  to  make 
sure.  Suppuration  not  infrequently  occurs  behind  or  around  the  stone,  and 
a ragged  sinus  discharging  pus  or  even  an  extensive  ulcer  in  the  floor  of 
the  mouth  may  be  left ; through  this  opening  the  calculus  may  sometimes 
escape.  When  calculi  occur  actually  in  the  gland  they  are  by  no  means 
easy  to  diagnose,  and  as  a rule  the  exact  nature  of  the  affection  is  not 
known  until  the  gland  is  cut  down  upon. 

Treatment. — The  stone  should  be  removed  as  soon  as  its  presence  is 
diagnosed.  If  it  be  situated  near  the  orifice  of  Wharton’s  duct,  the  operation 
is  extremely  simple  and  no  general  anjesthetic  is  required.  The  mucous 
membrane  is  .swabbed  with  a 10%  solution  of  eucaine,  a few  drops  are 
injected  in  the  neighbourhood  of  the  duct  and  a fine  canaliculus  director  is 
passed  through  the  orifice,  when  the  stone  is  usually  struck  at  once.  Along 
the  groove  of  the  director  a canaliculus  or  very  fine  tenotomy  knife  is 
introduced  and  the  orifice  of  the  duct  slit  up  sufficiently  for  the  stone  to 
be  extracted.  The  extraction  is  quite  simple,  the  calculus  often  shooting  out 
of  its  own  accord  as  the  incision  is  made.  If  not,  a fine  pair  of  sinus 
forceps  will  easily  withdraw  it.  There  is  usually  very  little  bleeding  and 
there  is  no  need  to  suture  the  opening  in  the  duct.  A mouth-wash  of 
chlorate  of  potash  (grs.  xv.  to  the  oz.)  should  be  used  for  a few  days. 

When  the  calculus  is  far  back  along  the  duct,  however,  the  operation  ma)' 
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be  exceedingly  difficult,  especially  if  there  be  much  inflammatory  thickening 
of  the  tissues  around.  As  the  duct  passes  backwards  to  the  submaxillary 
gland  it  lies  deeper  and  deeper  in  the  floor  of  the  mouth,  and  it  comes 
into  close  relation  with  the  lingual  gustatory  nerve  which  lies  on  its  outer 
side  about  the  level  of  the  anterior  border  of  the  hyoglossus  muscle,  so  that 
.any  deviation  from  its  direct  line  is  likely  to  divide  the  nerve,  and  in  several 
cases  this  has  actually,  occurred,  leading  to  a troublesome  and  persistent 
ansesthesia  of  one  half  of  the  tongue.  It  is  best  to  operate  under  a general 
anaesthetic,  as  it  is  almost  impossible  to  control  the  movement  of  the 
tongue  if  the  patient  be  only  under  local  anaesthesia  and  the  operator  has 
to  work  far  back.  The  mouth  is  opened  by  a gag,  the  head  is  propped 
up  in  a good  light,  or  a powerful  reflector  is  employed,  and  the  tongue  is 
pulled  forcibly  over  to  the  opposite  side  so  as  to  make  the  structures  in 
the  floor  of  the  mouth  as  tense  and  steady  as  possible.  The  calculus  is 
then  felt  for  and  is  steadied  by  the  forefinger  of  the  left  hand  pressing  it 
•outwards  against  the  ramus  of  the  jaw,  whilst  the  surgeon  cuts  directly 

down  upon  it  in  the  line  of  the  duct  and  attempts  to  reach  the  stone  at 

the  first  incision.  The  fixation  by  the  finger  should  not  be  relaxed  until 
the  stone  has  actually  been  exposed,  as  otherwise  the  parts  recede  deeply  into 
the  floor  of  the  mouth  and  a second  incision  may  go  in  a different  direction 
and  do  damage.  When  the  stone  is  situated  very  far  back,  it  is  a useful 
plan  to  thrust  a sharp  hook  through  the  mucous  membrane  of  the  floor 
■of  the  mouth  beneath  the  swelling  and  hook  it  forcibly  upwards  and  so  fix 
it  while  it  is  cut  down  upon.  When  the  stone  has  been  reached,  the  duct 
is  slit  up  sufficiently  to  enable  the  stone  to  be  withdrawn  without  any  force. 
The  calculus  must  be  carefully  examined  after  removal  to  see  if  any  portions 

have  been  chipped  off  and  left  behind,  and  if  so  they  must  be  searched  for 

and  removed,  as  they  may  otherwise  become  the  nuclei  of  fresh  calculi. 
The  wound  in  the  mouth  needs  no  treatment  beyond  the  use  of  a simple 
mouth-wash  of  chlorate  of  potash,  used  hot  for  a few  days.  There  is  gener- 
rally  some  interference  with  the  movements  of  the  tongue  as  a result  of 
the  swelling  following  the  operation,  but  this  subsides  quickly. 

When  the  calculus  is  situated  in  the  gland  itself,  an  attempt  to  remove 
it  from  the  mouth — unless  it  can  be  seized  in  a fine  pair  of  forceps  and 
withdrawn  through  the  duct — will  not  only  jeopardise  the  lingual  nerve, 
but  will  be  apt  to  give  rise  to  dangerous  cellulitis,  as  it  necessitates  a 
deep  dissection  in  the  floor  of  the  mouth.  Moreover,  stricture  of  the  duct 
is  very  likely  to  occur  subsequently  from  cicatricial  contraction.  Under 
these  circumstances  it  will  be  best  to  excise  the  gland  and  its  duct  com- 
pletely by  an  external  operation,  as  a mere  incision  for  extraction  of  the 
stone  would  be  likely  to  be  followed  by  a salivary  fistula.  The  operation 
has  already  been  described  (see  p.  52). 
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DERMOID  CYSTS. 

Dermoids  are  not  at  all  uncommon  beneath  the  tongue  and  generally 
occur  in  the  middle  line  either  in  the  anterior  third  of  the  tongue  itself 
or  more  deeply  seated  in  the  floor  of  the  mouth,  bulging  below  between 
the  jaw  and  the  hyoid  bone  and  upvvards  beneath  the  mucous  membrane. 
More  rarely  they  occur  far  back  along  the  raphe  and  occasionally  are  met 
with  to  one  side  somewhat  below  the  angle  of  the  jaw.  These  cysts 
are  sometimes  confounded  with  ranulee,  from  which  however  they  differ 
fundamentally.  They  are  thick-walled,  situated  beneath  the  mucous  mem- 
brane and  do  not  present  the  purplish  appearance  characteristic  of  a ranula. 
If  there  be  any  alteration  in  colour  it  is  a somewhat  yellowish  tinge  from 
the  contents  showing  through  the  wall.  Whereas  a ranula  is  situated  im- 
mediately beneath  the  mucous  membrane,  dermoids  are  always  deeper  and 
project  into  the  neck  as  well  as  into  the  mouth.  They  are  usually 
situated  between  the  genio-hyo-glossi  muscles  and  above  the  mylo-hyoid. 

Treatment. — The  cyst  always  requires  extirpation,  any  other  treat- 
ment being  followed  by  recurrence.  Whenever  it  is  possible,  it  is  best 
to  remove  the  cyst  from  the  neck  rather  than  from  the  floor  of  the  mouth, 
although  when  quite  small  it  may  sometimes  be  removed  from  the  latter 
situation.  When  removed  through  the  neck,  the  wound  is  aseptic  and 
heals  at  once,  and  the  only  disadvantage  is  that  a slight  scar  is  produced ; 
this  however  need  only  be  small,  as  the  cyst  is  easily  separated  by  the 
finger  and,  after  having  been  isolated,  can  be  opened  and  its  contents 
squeezed  out  so  as  to  enable  it  to  be  removed  through  a small  opening. 
On  the  other  hand,  if  removed  from  the  mouth,  a large  cavity  is  left 
amongst  the  muscles,  and  extensive  putrefaction  and  severe  sepsis  are 
most  likely  to  occur;  should  this  be  done,  it  is  well  to  make  a counter- 
opening through  the  skin  of  the  neck  and  introduce  a drainage  tube  for 
the  first  week. 

The  cyst  is  best  removed  through  a median  incision  between  the 
chin  and  the  hyoid  bone,  the  muscles  being  separated  in  the  middle  line 
and  the  cyst  wall  exposed.  As  soon  as  the  cyst  is  reached,  its  wall  is 
easily  separated  from  the  surrounding  structures  by  a blunt  dissector 
or  by  introducing  a finger  through  the  wound  and  sweeping  it  around  the 
cyst  wall.  It  will  usually  be  found  quite  easy  to  do  this  completely  with- 
out opening  into  the  mouth,  even  though  the  cyst  extend  right  up  to  the 
mucous  membrane,  as  there  is  generally  no  inflammatory  adhesion  between 
the  two.  When  thus  completely  isolated,  the  cyst  is  turned  out,  either 
entire  if  it  be  small  enough  to  be  delivered  through  the  opening,  or  an 
incision  may  be  made  into  it  and  its  contents  squeezed  out  sufficiently 
to  enable  the  whole  cyst  wall  to  be  pulled  through  the  opening.  d'he 
wound  is  then  brought  together  with  a continuous  suture  and  the  usual 
dressings  are  employed.  If  the  cyst  be  very  large  and  burrow  deeply 
amongst  the  muscles  of  the  tongue,  especially  if  it  be  situated  in  the  lateral 
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region  of  the  neck  rather  than  in  the  middle  line,  a fine  horsehair  drain 
may  be  inserted  for  the  first  48  hours  to  prevent  accumulation  of  blood 
in  the  cavity  from  which  the  cyst  has  been  removed. 

LUDWIG’S  ANGINA. 

This  is  a streptococcal  infection  of  the  tissues  in  the  floor  of  the  mouth 
leading  to  acute  cellulitis  of  the  neck  of  a very  dangerous  character.  The 
mischief  usually  arises  from  some  small  sore  in  the  floor  of  the  mouth  or 
the  tonsillar  region  through  which  the  organisms  gain  entrance.  It  is  most 
common  among  adults,  but  may  also  occur  in  young  children,  and  is  a 
particularly  fatal  and  grave  disease,  as  it  is  common  to  get  gangrene  of 
the  tissues  in  the  deeper  planes  of  the  neck. 

In  a very  few  hours  after  infection  the  floor  of  the  mouth  becomes 
hard  and  brawny,  so  that  the  tongue  is  raised  and  thrust  upwards  against 
the  hard  palate  whilst  the  skin  in  the  submental  or  submaxillary  regions 
becomes  indurated  and  dusky  red  in  colour ; articulation  and  mastication 
are  both  interfered  with  and  there  may  be  considerable  dyspnoea,  partly  as 
the  result  of  the  swelling  of  the  tissues  in  the  neck,  but  mainly  owing  to 
the  spread  of  the  inflammation  backwards  giving  rise  to  oedema  of  the 
glottis.  The  temperature  is  often  high  at  first  but  falls  later  on,  and  the 
patient  shows  symptoms  of  profound  septic  poisoning,  rapidly  passing  into 
the  typhoid  condition.  In  the  majority  of  cases  a fatal  result  occurs,  often 
in  about  three  days  from  the  commencement. 

Treatment.— The  only  chance  in  this  disease  is  to  adopt  early  and 
energetic  treatment.  In  the  earliest  stages,  before  the  disease  is  fully 
established  in  the  cellular  tissues  of  the  neck,  atitisepiic  mouth-washes,  such 
as  sanitas  or  1-4000  corrosive  sublimate,  may  be  of  service  and  should  be 
employed  as  frequently  and  as  hot  as  possible.  Large  fomentations  (see 
Part  L,  p.  12)  made  with  boracic  lotion  instead  of  hot  water  should  also  be 
applied  to  the  submental  and  submaxillary  regions  and  it  is  well  to 
commence  at  once  by  injecting  a large  dose  of  antistreptococcus  serum. 
These  cases  are  always  due  to  streptococcal  infection  and  are  very  typical 
indeed  in  their  symptoms,  so  that  there  is  no  need  to  lose  time  while 
waiting  for  bacterial  cultivations  to  be  made.  The  use  of  the  serum  should 
be  at  once  resorted  to  and  it  must  be  remembered  that  if  it  does  no  good 
it  does  no  harm.  A full  dose  of  30  cc.  of  the  present  Jenner  Institute 
serum  is  injected  at  once  and  doses  of  10-15  cc.  are  repeated  two  or  three 
times  a day.  The  mistake  generally  made  is  to  inject  too  small  rather  than 
too  large  a quantity. 

Directly  brawniness  in  the  neck  is  evident,  free  incisions  should  be  made 
everywhere  through  the  affected  part  so  as  to  facilitate  the  free  escape  of 
sloughs  and  pus.  Nothing  but  the  freest  possible  opening  up  of  the 
affected  area  is  of  any  use.  The  incisions  should  go  through  the  deep 
fascia  in  several  places  and  the  tissues  should  be  widely  opened  by  the 
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finger  and  forceps  so  as  to  allow  of  the  best  possible  drainage.  The 
wound  should  be  freely  sponged  over  with  undiluted  carbolic  acid,  powdered 
with  iodoform  and  stuffed  with  strips  of  iodoformed  gauze. 

AVhen  the  disease  commences  far  back  in  the  mouth,  it  is  generally 
unilateral  and  the  treatment  may  be  usually  confined  to  one  side  of  the 
neck.  It  must  however  be  remembered  that  it  often  spreads  from  one  side 
to  the  other  and  careful  watch  must  therefore  be  kept  on  the  other  side  and 
on  the  slightest  sign  of  brawniness  the  tissues  there  must  be  opened  up. 
When  the  tongue  itself  and  the  floor  of  the  mouth  are  very  markedly 
brawny  they  must  be  opened  up  also  by  free  incisions  (see  p.  4).  Care 
must  be* taken  in  the  case  of  the  floor  of  the  mouth  to  avoid  the  lingual 
nerve  and  Wharton’s  duct  (see  p.  62).  The  incisions  here  should  only 
go  through  the  mucous  membrane ; the  forceps  are  then  used  to  open  up 
the  deeper  tissues.  Incisions  in  the  mouth  should  not  be  made  on  account 
of  the  difficulty  of  drainage  unless  definitely  called  for.  The  general 
treatment  of  diffuse  cellulitis  (see  Part  I.,  p.  35)  must  accompany  these 
procedures  ; quinine  in  large  doses  (gr.  xv.  three  or  four'  times  a day)  is 
most  valuable. 

In  spite  of  the  free  incisions  it  is  not  uncommon  to  find  that  the 
obstruction  to  respiration  is  so  great  as  to  call  for  intubation  or  tracheotomy. 
Whenever  it  is  possible,  iniubatioti  (see  Part  V.,  p.  248)  should  be  preferred, 
as  a tracheotomy  wound,  especially  when  the  neck  has  been  laid  open 
freely,  almost  unavoidably  becomes  infected,  and  septic  pneumonia  of  a most 
grave  type  is  very  liable  to  set  in.  At  the  same  time  however  intubation  is 
not  always  feasible  as  the  swelling  may  not  be  limited  to  the  glottis  but  may 
occur  actually  in  the  larynx.  Under  these  circumstances  we  ourselves  should 
prefer  to  use  a Hahn’s  or  Trendelenburg’s  tube  for  the  first  24  or  48  hours 
so  as  to  prevent  as  far  as  possible  the  introduction  of  septic  material  into 
the  air  passages  beside  the  tube. 
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THE  SURGICAL  AFFECTIONS  OF  THE 
PHARYNX,  CESOPHACUS  AND  NECK. 

CHAPTER  VI. 

AFFECTIONS  OF  THE  PHARYNX  AND  TONSILS. 

CONGENITAL  MALFORMATIONS  OF  THE  PHARYNX. 

The  only  two  that  need  reference  here  are  pharyngeal  fistula  and 
pharyngocele. 

PHARYNGEAL  FISTULA.— 1 'his  is  a very  rare  condition,  resulting 
from  the  incomplete  closure  of  one  of  the  branchial  clefts.  The  condition 
will  be  however  better  dealt  with  in  connection  with  affections  of  the  neck 
(see  Chap.  VIII.). 

PHARYNGOCELE.— This  is  the  term  applied  to  a pouching  of  the 
pharynx,  the  congenital  nature  of  which  is  doubtful.  The  pouch  usually 
occurs  at  the  lower  part  of  the  pharynx  on  its  posterior  aspect,  and,  as  it 
increases  in  size,  generally  passes  towards  the  left  side.  The  wall  of  the 
pouch  usually  possesses  muscular  fibres,  and  food  collects  in  the  interior 
causing  a swelling  of  the  neck  which  may  be  emptied  on  pressure.  From 
time  to  time  the  retained  food  may  be  vomited  in  a more  or  less  decomposed 
condition  and,  when  the  pouch  is  large  and  full,  it  may  actually  interfere 
with  swallowing  by  pressure  on  the  outside  of  the  pharynx  or  cesophagus. 
It  is  a very  rare  condition  and  usually  occurs  in  males. 

When  the  orifice  of  communication  between  the  pouch  and  the  pharynx 
is  very  small,  food  may  not  pass  into  the  diverticulum,  which  may  then 
become  distended  with  air  and  form  a resonant  swelling  in  the  neck  easily 
emptied  by  pressure. 

Treatment. — The  only  effectual  treatment  is  to  excise  the  pouch  and 
suture  its  connection  with  the  pharynx.  The  patient  is  antesthetised,  a 
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bougie  is  passed  tlirough  the  orifice  of  the  pouch  so  as  to  define  it,  and 
the  anterior  triangle  is  opened  up  by  an  incision  along  the  anterior  border 
of  the  sterno-mastoid.  The  vessels  are  defined  and  pushed  backwards, 
the  larynx  is  pulled  well  inwards  and  the  pouch  is  thus  exposed  in  the 
interval  and  its  boundaries  thoroughly  defined  ; this  is  facilitated  by  the 
presence  of  the  bougie  passed  into  it.  'I'he  entire  sac  wall  is  then  removed 
up  to  its  origin  from  the  pharynx  and  the  incision  in  the  latter  is  accurately 
sutured  with  catgut  stitches  inserted  Lembert-fashion  (see  p.  89)  through 
the  muscular  wall.  A drainage  tube  is  inserted  well  up  to  the  neighbour- 
hood of  the  pharyngeal  incision  in  case  the  latter  should  give  way,  and  the 
skin  incision  is  sutured. 

After-treatment.  — The  patient  should  be  fed  by  the  rectum  for  three  or 
four  days,  so  as  to  avoid  all  chance  of  endangering  the  line  of  union  in  the 
pharynx.  Should  the  latter  give  way,  as  will  be  shown  by  saliva  escaping 
through  the  drainage  tube,  the  patient  should  be  instructed  to  gargle 
frequently  with  boracic  lotion  and  to  swallow  small  quantities  of  it,  with 
the  object  of  keeping  the  pharyngeal  wall  as  clean  as  possible  and  of 
allowing  a certain  amount  of  boracic  lotion  to  find  its  way  down  through 
the  drainage  tube  and  to  keep  the  wound  as  aseptic  as  possible. 

INJURIES  OF  THE  TONSILS  AND  PHARYNX. 

These  are  not  at  all  common.  Foreign  bodies,  such  as  a pipe-stem, 
may  be  driven  deeply  into  the  substance  of  the  tonsil  or  the  pharynx  and 
cause  a lacerated  wound,  or  some  of  the  vessels  around  the  pharynx  may 
even  be  torn  and  dangerous  haemorrhage  may  occur.  Bleeding  of  this 
kind  usually  comes  from  the  tonsillar  circle  of  vessels,  which  is  com- 
posed of  the  anastomosing  branches  of  the  following  vessels — the  dorsalis 
linguae  branch  of  the  lingual  artery,  the  ascending  palatine  and  tonsillar 
branches  of  the  facial,  the  ascending  pharyngeal  branch  of  the  external 
carotid,  and  the  descending  palatine  branch  of  the  internal  maxillary. 

Treatment. — The  most  important  point  is  to  get  the  patient  in  a good 
light  and  to  open  the  mouth  well  with  a suitable  gag.  If  good  daylight  be  not 
available,  a forehead  mirror  or  an  artificial  light  should  be  employed.  The 
blood  is  then  mopped  up  with  small  sponges  upon  sponge -holders  or  forceps, 
and  any  spurting  vessel  seized  with  a pair  of  Liston’s  fenestrated  artery 
forceps  and  tied.  If  the  heemorrhage  be  merely  a severe  oozing,  the  best 
plan  is  to  push  a small  plug  of  wool  dipped  in  supra-renal  extract  well  into 
the  wound  and  to  hold  it  there  for  a short  time,  when  the  bleeding,  unless 
it  be  very  severe,  will  usually  cease.  In  the  more  serious  cases  of  oozing 
it  may  be  necessary  to  hold  a sponge  firmly  pressed  against  the  vessel  whilst 
counter-pressure  is  made  by  the  finger  just  behind  the  angle  of  the  jaw 
externally.  The  sponge  should  be  impregnated  with  a solution  of  supra-renal 
extract,  tannin  or  matico,  and  it  may  be  necessary  to  keep  up  the  pressure 
for  some  hours. 
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In  the  very  severe  cases,  where  the  haemorrhage  comes  from  a deep  wound 
of  the  tonsil,  it  has  been  necessary  to  tie  the  main  vessels  before  the  bleeding 
could  be  stopped.  If  this  should  be  called  for,  the  bifurcation  of  the  carotid 
should  be  exposed  in  the  neck  and  the  external  carotid  trunk  tied  close  to  its 
origin  so  as  to  include  the  ascending  pharyngeal  branch  (see  Part  II.,  p.  320). 
Before  tying  the  ligature  it  should  be  simply  tightened  so  as  to  temporarily 
obstruct  the  vessel  and  see  if  the  bleeding  is  arrested.  Should  this  not  be 
the  case  the  haemorrhage  is  probably  from  some  wound  of  the  internal 
carotid,  which  should  then  be  ligatured.  When  however  the  case  is  one  of 
haemorrhage  from  a wound  of  the  internal  carotid  trunk,  the  patient  usually 
bleeds  to  death  before  help  can  be  obtained.  Should  the  case  be  seen  in 
time,  temporary  digital  compression  of  the  bleeding  point  by  the  finger  in 
the  mouth  pressing  outwards  against  another  pressed  well  . in  behind  the 
angle  of  the  jaw  should  be  employed  until  the  patient  can  be  operated 
upon. 


FOREIGN  BODIES  IN  THE  TONSILS  AND  PHARYNX. 

Besides  being  met  with  in  the  pharynx,  foreign  bodies  may  occasionally  be 
found  in  the  tonsils,  but  these  do  not  require  much  description.  They  are 
chiefly  small  bits  of  bone,  fish-bones,  etc.,  which  can  easily  be  seen  on 
examining  the  throat  in  a good  light,  and  can  be  removed  with  forceps. 

The  foreign  bodies  in  the  pharynx  are  of  various  kinds.  They  are 
generally  bodies  which  are  too  large  to  pass  into  the  oesophagus  or  which 
are  sharp  or  jagged,  and  they  often  give  rise  to  very  severe  symptoms  from 
their  presence  in  the  neighbourhood  of  the  aperture  of  the  larynx.  The 
chief  of  these  are  boluses  of  meat,  tooth-plates,  pieces  of  bone,  etc. 

Symptoms. — The  symptoms  vary  according  to  the  size  and  nature  of 
the  object.  If  it  be  large — such  as  a bolus  of  food — the  upper  aperture 
of  the  larynx  is  blocked,  and  the  patient  suffers  from  grave  asphyxia  and 
will  die  unless  relieved  immediately.  In  cases  of  smaller  bodies  such  as 
fish-bones  there  is  constant  pain  on  swallowing,  usually  referred  to  a 
definite  spot,  and  the  constant  irritation  of  the  foreign  body  leads  to  the 
desire  to  cough  and  hawk  up  mucus.  AVith  the  laryngoscopic  mirror  the 
body  can  often  be  seen. 

Treatment. — When  the  foreign  body  is  large,  and  asphyxial  symptoms 
are  urgent,  a gag  of  some  sort,  a piece  of  wood  or  the  handle  of  a 
knife,  etc.,  .should  be  introduced  between  the  teeth,  the  finger  thrust 
rapidly  to  the  back  of  the  pharynx,  the  foreign  body  felt  for,  the  finger 
hooked  round  it  and  the  object  removed.  This  will  always  be  success- 
ful when  the  obstruction  is  caused  by  a firm,  smooth  substance  such  as  a 
mass  of  food.  When,  however,  the  body  is  angular  and  becomes  impacted, 
as  will  be  the  case  with  a tooth-plate,  the  finger  alone  is  not  sufficient.  A 
further  attempt  may  be  made  to  remove  the  body  with  suitable  pharyngeal 
forceps  (see  Fig.  19)  if  they  should  happen  to  be  at  hand,  but  in  many 
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cases  the  asphyxial  symptoms  will  be  so  severe  that  the  air-passages  must 
be  opened  immediately  and  the  removal  of  the  foreign  body  postponed 
until  normal  respiration  has  become  established.  As  soon  as  the  trachea 
has  been  opened,  a further  attempt  should  be  made  to  dislodge  the  foreign 
body.  We  have  in  one  instance  seen  voluntary  respiration  delayed  until 
the  removal  of  the  foreign  body,  in  spite  of  previous  opening  of  the 
trachea,  and  therefore  one  must  not  be  satisfied  with  doing  a laryngotomy, 
nor  must  one  conclude  that,  because  spontaneous  respiration  does  not 
occur  when  the  air-passages  are  opened,  the  patient’s  condition  is  hopeless- 
In  a young  child,  inversion  and  vigorous  shaking  may  be  effectual  in 
dislodging  the  foreign  body. 


In  order  to  remove  foreign  bodies  from  the  pharynx,  forceps  with  all 
sorts  of  curves  must  be  at  hand  (see  Fig.  19),  the  most  useful  being  those 
bent  at  a right  angle  with  blades  opening  in  the  antero-posterior  direction. 
All  attempts  should  be  made  under  eucaine  with  a brilliant  illumination. 
It  may  be  necessary  to  break  up  the  foreign  body,  especially  when  it  is  a 
tooth-plate,  with  cutting  forceps  and  remove  it  piecemeal.  Care  must  be 
taken  in  doing  this  to  see  that  none  of  the  pieces  find  their  way  into  the 
larynx  or  down  the  oesophagus ; they  should  be  grasped  in  forceps  before 
they  are  detached. 

Pharyngotomy. — In  some  few  instances  the  impaction  may  be  so  firm 
and  the  difficulty  of  getting  at  the  object  so  great  that  pharyngotomy  is 
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necessary.  The  operation  is  done  much  in  the  same  way  as  that  for  the 
removal  of  a pharyngocele  (see  p.  67).  The  anterior  triangle  is  opened  in 
the  usual  manner  and  the  vessels  are  freed  and  pulled  out  of  the  way. 
Whether  they  are  pulled  backwards  or  forwards  will  depend  upon  the 
position  of  the  foreign  body.  In  most  cases  they  are  pulled  backwards- 
and  in  that  case  it  will  be  well  to  divide  the  thyroid,  lingual  and  facial 
veins.  Care  must  be  taken  not  to  injure  the  superior  laryngeal  nerve  and 
it  is  well  to  introduce  a bougie  into  the  pharynx  so  as  to  make  the 
foreign  body  more  prominent  and  to  serve  as  a guide,  The  pharynx  is- 
opened  by  a clean  cut  of  sufficient  size  to  enable  the  foreign  body  to- 
be  reached  and  extracted  without  difficulty.  Should  the  body  be  very 
irregular  and  possess  sharp  hooks,  these  may  be  cut  off  with  cutting  pliers 
before  removal.  In  all  cases  it  is  essential  to  do  no  damage  to  the  pharyn- 
geal wall  by  rough  handling.  The  method  of  suture  of  the  pharynx  and 
the  after-treatment  are  the  same  as  that  for  the  removal  of  a pharyngocele 
(see  p.  67). 

INFLAMMATORY  AFFECTIONS  OF  THE  TONSILS  AND  PHARYNX. 

Inflammatory  conditions  of  the  tonsils  may  be  considered  under  the- 
headings  of  catarrhal  and  follicular  tonsillitis,  tonsillar  abscess,  hospital 
sore-throat,  erysipelas  of  the  tonsil,  etc.  They  tend  to  spread  from  the 
tonsil  on  to  the  neighbouring  pharyngeal  wall. 

ACUTE  CATARRHAL  TONSILLITIS  is  simply  a catarrhal  inflam- 
mation of  the  tonsil,  usually  ascribed  to  cold.  It  commonly  passes  off  in 
a few  days. 

Treatment. — Little  requires  to  be  done.  A purge  should  be  given,, 
the  patient  confined  to  bed  or  to  a warm  room,  the  throat  wrapped  up  in  hot 
flannel,  whilst  hot  gargles  of  sanitas  or  Condy’s  fluid  are  employed.  .Some 
of  these  cases  are  looked  upon  as  rheumatic,  and  the  administration  of  ten- 
grain  doses  of  salicylate  of  soda  three  times  a day  will  often  relieve  the 
symptoms  considerably  in  those  who  are  susceptible  to  rheumatism. 

FOLLICULAR  TONSILLITIS.— This  is  an  affection  mainly  of  the 
crypts  or  follicles  of  the  tonsil,  probably  bacterial  in  origin.  It  is  commonly 
ascribed  to  bad  hygienic  conditions,  such  as  defective  drains,  dirty  bedding  or 
direct  infection  by  the  discharges  from  the  throats,  etc.,  of  those  suffering 
from  a similar  affection.  It  is  particularly  liable  to  occur  in  those  who  are 
the  subject  of  chronically  enlarged  tonsils. 

Symptoms. — The  disease  is  characterised  by  acute  symptoms  such  as- 
headache,  pyrexia,  etc.,  and  is  marked  by  the  presence  of  small  whitish-grey 
spots  upon  the  tonsils,  generally  on  both  sides ; these  are  at  first  multiple 
but  may  coalesce  and  form  a sort  of  membrane  which  somewhat  resembles- 
the  membrane  in  diphtheria  but  differs  from  it  in  being  easily  detached 
with  a camel’s  hair  brush.  The  diphtheritic  membrane  is  very  adherent  and 
usually  occurs  in  a single  large  patch,  whereas  the  patches  in  follicular 
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tonsillitis  are  usually  small  and  scattered  over  the  tonsil.  There  is  usually 
much  painful  swelling  of  the  glands  behind  the  angle  of  the  jaw. 

Prognosis. — As  a rule  these  attacks  pass  off  quickly.  Although  the 
temperature  may  be  high  and  the  swelling  of  the  glands  very  marked  and 
very  painful,  the  acuter  symptoms  usually  subside  in  four  or  five  days  and  the 
glands  very  rarely  suppurate.  It  must  however  always  be  remembered  that 
the  mischief  is  extremely  liable  to  recur  if  the  patient  be  constantly  exposed 
to  sources  of  infection  such  as  those  resulting  from  defective  hygienic 
conditions.  Another  important  point  to  bear  in  mind  is  that  if  the  patient  be 
the  subject  of  chronically  enlarged  tonsils  he  is  ipso  facto  predisposed  to 
recurrence  of  these  attacks  and  therefore  the  enlarged  tonsils  should  be 
treated  after  the  attack  has  subsided  (see  p.  75).  Moreover  the  enlarge- 
ment of  the  glands  in  the  neck  should  be  carefully  attended  to,  as,  unless  the 
inflammation  in  them  is  made  to  disappear  by  suitable  treatment,  they  are 
very  liable  to  become  the  seat  of  tuberculous  infection. 

Treatment. — It  is  very  important  in  the  first  instance  to  try  to 
ascertain  the  cause  of  the  mischief  and  to  remove  the  patie?it  from  any 
insanitary  surroundings.  Thus,  if  the  drains  be  defective,  the  patient 
should  be  removed  from  their  influence  or  the  defect  immediately  remedied. 
The  possibility  of  infection  from  dirty  rooms,  dirty  mattresses,  pillows,  etc., 
should  be  remembered  and  proper  precautions  taken  against  them.  At  the 
same  time  it  is  of  extreme  importance  to  point  out  to  the  patient  the 
distinctly  infectious  nature  of  the  disease,  so  that  at  any  rate  a certain 
amount  of  isolation  may  be  practised.  The  other  members  of  the  household, 
especially  children,  should  be  kept  away  from  the  patient,  and  all  possibility 
of  direct  infection  by  kissing,  by  using  the  same  eating  or  drinking  vessels, 
linen,  etc.,  should  be  most  carefully  guarded  against. 

In  the  treatment  of  the  disease  itself  a purge  such  as  calomel  (gr.  v.), 
or  mist.  alb.  (3  iss.),  should  be  given  when  the  case  is  first  seen  and  la7ge  hot 
fomentations  (see  Part  I.,  p.  12)  should  be  appplied  around  the  throat  and 
renewed  every  two  or  three  hours.  This  relieves  the  stiffness  and  pain  in 
the  neck  very  considerably.  In  the  ordinary  cases  the  frequent  employment 
of  antiseptic  gargles  of  weak  sanitas  or  Condy’s  fluid,  used  as  hot  as  the 
patient  can  bear  them,  is  very  comforting  and  relieves  the  pain  on  swallowing. 
In  addition  to  this  frequent  gargling,  astringe^it  and  antiseptic  applications 
should  be  made  directly  to  the  affected  area,  and  this  is  best  done  by 
painting  on  equal  parts  of  liquor  ferri  perchlor.  and  glycerine  with  a large 
camel’s  hair  brush ; if  this  prove  too  irritating  the  proportion  of  the'  two 
may  be  altered.  This  application  should  be  made  about  every  four  hours. 
If  the  stiffness  of  the  throat  and  pain  on  swallowing  be  very  annoying  to 
the  patient,  lozenges  containing  chlorate  of  potash  may  be  sucked  in  tlie 
intervals  between  the  gargling. 

In  children,  in  whom  the  fever  is  often  considerable,  liquor  ammonia; 
acetatis  (in  doses  of  2-6  drachms  every  four  hours)  may  be  given  until  the 
temperature  subsides.  In  most  cases  the  pain  whicli  is  provoked  by  the 
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involuntary  swallowing  of  saliva,  mucus,  etc.,  is  so  considerable  that  it  tends 
to  prevent  the  patient  from  sleeping,  and  a dose  of  opiicm,  which  is  best 
given  in  the  form  of  Dover’s  powder,  will  be  necessary  for  the  first  night  or 
two.  The  patient  should  always  lie  upon  the  side,  so  as  to  allow  the  saliva 
to  run  out  of  the  mouth  rather  than  down  the  throat.  When  the  glands 
are  very  tender  any  movement  of  the  neck  gives  rise'  to  pain,  and  it  may 
be  necessary  therefore  to  fix  the  head  between  sandbags  or,  in  the  case  of 
children,  in  a large  mass  of  cotton  wool  so  as  to  restrain  the  movements. 

When  the  affection  is  more  acute  than  this,  the  iron  and  glycerine 
application  is  as  a rule  too  irritating,  and  glycerinum  acidi  tannici  similarly 
applied  may  be  substituted  for  it.  Under  these  circumstances  too  a par- 
ticularly soothing  and  efficacious  antiseptic  application  is  a spray  containing 
carbolic  acid  and  tincture  of  iodine,^  used  in  a Siegel  spray  apparatus  for 
five  minutes  every  two  or  three  hours.  This,  however,  should  only  be  used 
with  great  caution  in  young  children  on  account  of  the  risk  of  the  absorption 
of  carbolic  acid. 

After  the  patches  of  exudation  separate,  small  ulcers  are  left  upon  the 
tonsil  which  usually  heal  quite  readily.  If  there  be  any  delay,  a very  useful 
plan  is  to  brush  them  over  with  a solution  of  nitrate  of  silver  (grs.  xx.-xl.  to 
the  oz.)  every  morning.  After  an  attack  of  follicular  tonsillitis  the  patient 
is  generally  considerably  pulled  down  in  health,  especially  if  the  attack  has 
been  a severe  one,  and  hence  during  convalescence  it  will  be  necessary 
to  order  plenty  of  light  nourishing  food,  port  wine,  etc.,  to  provide  if 
possible  a change  of  air  and  to  administer  tonics  internally.  As  soon  as  he 
has  recovered  the  tonsils  if  still  enlarged  should  be  removed. 

SUPPURATIVE  TONSILLITIS. — This  condition,  popularly  known 
as  “ quinsy,”  is  an  acute  inflammation  of  the  tonsil  with  suppuration  around 
it.  The  pus  usually  forms  outside  the  capsule  of  the  tonsil  and  as  a rule 
there  is  an  acute  tonsillitis  on  both  sides  whilst  the  suppuration  occurs  on  one 
side  only  or,  if  bilateral,  in  one  tonsil  before  the  other.  The  temperature 
is  very  high,  the  tonsil  is  enormously  enlarged  so  that  it  almost  blocks  up 
the  aperture  of  the  fauces,  the  glands  behind  the  jaw  are  large,  painful  and 
may  suppurate.  There  is  considerable  swelling  of  the  neighbouring  portion 
of  the  pharynx  and  sometimes  also  oedema  of  the  glottis.  The  symptoms  on 
the  whole  are  very  similar  to  those  of  other  forms  of  inflammation  of  the 
tonsils,  only  much  more  severe.  The  pain,  especially  on  any  attempt  to 
swallow,  is  very  intense  indeed. 

Treatment. — Abortive  treatment  usually  fails  to  prevent  suppuration  but 
may  considerably  relieve  the  patient.  It  is  well  to  begin  with  a saline  purge 
(mist.  alb.  giss.)  and  to  administer  tincture  of  aconite  in  minim  doses  repeated 
every  hour  for  four  or  five  doses  until  the  pulse  rate  approaches  the  normal, 

' I^  Acidi  Carbol.  5 >'• 

Lin.  lodi  3 i* 

Spirit,  vini  rect.  5 

Aquam  ad  5 xii.  Instead  of  the  lin.  iodi,  the  tincture  (5  ss)  may  be  used. 
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and  then  to  administer  ten-grain  doses  of  salicylate  of  soda  every  four  hours. 
At  the  same  time  large  hot  fomentations  changed  every  two  or  three  hours 
should  be  applied  to  the  neck  to  relieve  the  pain,  while  steam  inhalations  are 
employed  for  the  relief  of  the  pain  on  swallowing.  Gargles  are  as  a rule  out 
of  the  question  on  account  of  the  severe  pain,  but  a spray  of  carbonate  of 
soda  in  a Siegel’s  apparatus  is  extremely  valuable,  if  there  be  an  unduly  free 
secretion  of  tenacious  mucus  which  interferes  largely  with  the  patient’s 
comfort.  When  this  secretion  is  not  excessive,  the  carbolic  acid  and  iodine 
spray  {vide  supra)  is  very  valuable  as,  apart  from  its  antiseptic  action,  the 
■carbolic  acid  is  a useful  sedative. 

Suppuration  usually  occurs  about  the  third  day,  and  watch  should  be  kept 
for  its  occurrence.  When  pus  forms  above  the  tonsil  the  soft  palate  becomes 
very  oedematous  and  swollen.  Usually,  however,  the  pus  makes  its  way 
forward  through  the  substance  of  the  tonsil  itself ; sometimes  suppuration 
•occurs  below  it.  These  tonsillar  abscesses  should  always  be  opened. 

When  the  suppuratioti  is  situated  above  the  tonsil  the  surgeon  will  be  guided 
as  to  the  right  time  to  open  the  abscess  by  the  amount  of  swelling  and 
cedema  of  the  soft  palate.  When  this  has  lasted  for  three  or  four  days  or 
is  steadily  increasing,  the  presence  of  pus  may  be  fairly  safely  assumed 
and,  even  should  a mistake  be  made,  the  incision  will  act  usefully  in 
draining  the  congested  parts.  Local  anaesthesia  is  all  that. is  necessary, 
a io°/^  solution  of  eucaine  being  swabbed  over  the  proposed  seat  of 
incision  with  a small  pledget  of  wool  on  forceps ; this  is  a better  plan 
than  employing  a spray,  as  the  patient  does  not  swallow  the  drug.  An 
incision  is  made  through  the  mucous  membrane  of  the  soft  palate  just 
•external  to  and  parallel  with  the  anterior  pillar  of  the  fauces  rather  above  the 
centre  of  t[ie  tonsil.  The  knife  should  be  a tenotome  or  the  kind  used 
for  paring  the  edges  of  a cleft  palate  ; a narrow-bladed  bistoury  guarded  up  to 
within  half  an  inch  of  its  point  by  wrapping  it  in  strapping  to  avoid  injuring 
the  tongue  may  be  used  when  neither  of  these  is  at  hand.  The  blade  should 
be  introduced  flatwise  and  then  turned  with  its  cutting  edge  dowmwards  when 
it  reaches  the  soft  palate.  There  is  no  need  to  make  the  incision  deeper 
than  the  mucous  membrane,  and  the  operation  may  be  completed  by  pushing 
.a  pair  of  sinus  forceps  into  the  soft  palate  in  a line  parallel  to  the  last  molar 
teeth,  taking  great  care  to  avoid  pushing  the  points  outwards  into  the  neck. 
When  the  abscess  is  hit,  pus  appears,  and  the  blades  are  separated  widely  so 
as  to  insure  the  free  escape  of  the  pus  without  any  need  for  subsequent 
drainage,  and  the  head  should  be  depressed  so  as  to  allow  the  pus  to 
run  out  of  the  mouth  and  not  down  into  the  throat.  The  mouth  should 
be  washed  out  immediately  afterwards  with  boric  lotion.  It  is  always  well 
to  attempt  to  open  these  abscesses,  for  even  if  the  incision  fails  to  hit  the 
abscess  cavity,  the  pus  will  probably  find  its  way  through  it  in  the  course 
of  a few  hours. 

When  the  abscess  is  situated  in  the  substance  of  the  tonsil  it  may  be  incised 
by  a bistoury  {vide  supra)  thrust  into  it  in  a line  with  the  last  molar  teeth. 
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If  the  knife  does  not  strike  the  abscess  at  once  the  incision  should  be 
enlarged  by  pushing  sinus  forceps  into  it.  \Vhen  the  pus  is  reached  it  is 
evacuated  by  forcibly  opening  up  the  abscess  cavity  with  the  forceps. 

JF/ien  the  abscess  is  situated  very  far  doivti,  it  may  be  necessary  to  allow  it 
to  burst  spontaneously,  as  it  may  not  be  possible  to  reach  it  comfortably 
through  the  mouth  but  it  is  always  good  practice  to  attempt  to  open  it 
even  here  as,  though  the  incision  may  fail  to  hit  the  abscess,  the  local 
depletion  is  good,  and  a track  will  be  opened  up  through  which  the  pus 
may  find  its  way  out  earlier  than  it  otherwise  would. 

After-treatment. — These  cases  usually  recover  very  rapidly  when  once 
the  abscess  is  opened  and  little  in  the  way  of  after-treatment  is  required. 
For  the  first  day  or  two  it  is  well  to  continue  with  an  antiseptic  spray,  of 
which  the  carbolic  and  iodine  (see  p.  72)  is  perhaps  the  best.  As  soon 
as  the  swelling  has  subsided  a little,  the  patient  will  be  able  to  use  an 
antiseptic  gargle  containing  sanitas  or  chlorate  of  potash.  The  same  treat- 
ment with  regard  to  the  administration  of  tonics,  food,  fresh  air,  etc.,  is 
applicable  to  this  stage  as  to  follicular  tonsillitis  (see  p.  71). 

HOSPITAL  SORE-THROAT. — This  is  an  inflammatory  condition  of 
the  tonsil  frequently  accompanied  by  sloughing  and  followed  by  ulceration 
of  a somewhat  rebellious  type.  It  is  common  amongst  those  who  work  in 
hospitals  and  hence  its  name.  The  affection  is  often  somewhat  difficult  to 
diagnose  from  diphtheria  as  it  may  be  accompanied  by  most  of  the  symptoms- 
e.Kcept  the  presence  of  an  adherent  membrane 

Treatment. — This  should  be  on  the  lines  laid  down  for  follicular 
tonsillitis  (see  p.  71) ; special  importance  attaches  to  the  application  of  astrin- 
gents and  antiseptics  to  the  lesion  in  the  throat.  Equal  parts  of  liq.  ferri 
perchlor.  and  glycerine  may  be  painted  on  three  or  four  times  a day,  whilst 
a solution  of  nitrate  of  silver  (gr.  xx.-xl.  to  the  oz.)  may  with  advantage 
be  brushed  over  every  morning.  The  disease  is  of  an  infective  nature  and 
is  the  form  specially  liable  to  be  followed  by  Ludwig’s  angina  if  neglected^ 
It  is  of  primary  importance  in  the  treatment  to  remove  the  patient  from 
the  surroundings  in  which  he  has  contracted  the  affection,  as  otherwise 
remedial  measures  are  used  in  vain.  Hygiene,  nourishing  food  and  the 
administration  of  port  wine,  are  very  important ; a short  holiday  in  the 
country  is  of  the  greatest  advantage. 

The  tonsillar  inflammation  accompanying  diphtheria  does  not  need 
description  here. 

ERYSIPELAS  OF  THE  TONSIL.  — In  some  cases  erysipelas  may 
occur  primarily  in  the  tonsil  although  it  is  usually  secondary  to  the  same 
condition  upon  the  face.  When  the  disease  occurs  primarily,  the  diagnosis 
from  ordinary  catarrhal  tonsillitis  is  extremely  difficult.  Generally  in  ery- 
sipelas the  constitutional  symptoms  are  more  severe.  There  may  be  rigors, 
sickness  and  a very  high  temperature  with  delirium,  whilst  the  diagnosis 
is  usually  cleared  up  by  the  spread  of  the  erysipelas  to  the  face  after  two- 
or  three  days. 
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Treatment. — There  can  be  little  treatment  specially  directed  to  ery- 
sipelas of  the  tonsil.  The  general  treatment  for  erysipelas  (see  Part  1., 
p.  218)  should  of  course  be  adopted  and  the  patient  should  be  isolated. 
Little  is  possible  in  the  way  of  local  treat7nent  beyond  the  application  of 
large  hot  fomentations  to  the  neck  to  relieve  the  pain,  and  the  employment 
of  antiseptic  gargles  if  the  patient  can  use  them.  The  carbolic  and  iodine 
spray  (see  p.  72)  every  two  or  three  hours  is  very  useful,  either  in  con- 
junction with  an  antiseptic  gargle  or  alone,  if  the  patient  be  unable  to 
use  the  latter. 

CHRONIC  ENLARGEMENT  OF  THE  TONSILS.— Phis  is  a 
common  affection  and  generally  arises  from  some  constitutional  disease  or 
repeated  slight  catarrhal  inflammations.  It  may  also  follow  repeated  attacks 
of  acute  tonsillitis.  It  is  practically  invariably  associated  with  the  presence 
of  adenoid  vegetations  in  the  naso-pharynx  and  many  of  the  symptoms 
attributed  to  the  tonsillar  affection  are  really  due  to  the  presence  of 
adenoids.  The  affection  is  one  of  great  importance  because  the  enlarged 
follicles  of  the  tonsil  serve  as  a means  of  arresting  all  kinds  of  organisms 
and  hence  the  patient  is  constantly  liable  to  acute  attacks  of  follicular 
tonsillitis  and  also  to  tuberculous  glands  in  the  neck.  Moreover  the  affec- 
tion greatly  hinders  proper  respiration  and  so  interferes  with  nutrition  in 
general. 

Treatment,  (a)  Palliative. — When  the  enlargement  of  the  tonsils 
is  not  very  marked  and  the  patient  is  strongly  disinclined  to  have  them 
removed,  palliative  measures,  such  as  painting  the  tonsils  with  equal  parts 
of  glycerine  and  liq.  ferri  perchlor,  with  glycerinum  iodi  or  glycerinum 
acidi  tannici  may  be  employed,  together  with  the  administration  of  cod- 
liver  oil  and  iron.  Good  hygienic  conditions  and  good  food  are  also 
essential. 

(b)  Operative. — When  the  enlargement  is  at  all  marked  and  symptoms 
of  imperfect  respiration,  such  as  thick  speech,  nasal  voice,  snoring  at  night,, 
etc.,  are  associated  with  it  or  when  the  patient  is  subject  to  repeated 
attacks  of  “sore  throat,”  removal,  not  only  of  the  tonsils  but  of  the 
adenoids,  is  strongly  to  be  advised.  The  operation  for  the  adenoids  has 
already  been  described  (see  Part  V.,  p.  262). 

Tonsillotomy  is  a comparatively  simple  operation  and  may  be  performed 
if  necessary  without  an  anesthetic,  but,  as  the  enlargement  of  the  tonsils 
coincides  in  the  majority  of  cases  with  the  .presence  of  adenoid  vegetations, 
it  is  well  to  insist  on  an  anesthetic  so  that  both  conditions  may  be  remedied 
simultaneously.  The  question  as  to  whether  the  adenoids  should  be 
removed  before  the  tonsils  or  vice  versA  has  been  a good  deal  debated.  A 
good  many  surgeons  prefer  to  remove  the  adenoids  first,  as  being  the  most 
important  and  as  freeing  the  operator  from  any  anxiety  about  possible 
hemorrhage  from  the  tonsils  while  he  is  doing  the  adenoid  operation.  On 
the  other  hand,  better  access  is  probably  obtained  to  the  naso-pharynx  if 
the  tonsils,  especially  when  markedly  enlarged,  be  removed  first.  'I'he 
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bleeding  is  after  all  a matter  of  slight  importance,  especially  if  the  child’s 
head  be  kept  low. 

Tonsillotomy. — By  the  guillotine. — The  best  method  of  removing  the 
tonsils  is  with  a guillotine,  preferably  Mackenzie’s  (see  Fig.  io).  The  ring 
into  which  the  tonsil  is  received  is  variously  shaped,  being  sometimes  circular 
for  tonsils  that  are  not  unduly  elongated  in  any  particular  direction,  and 
sometimes  oval,  with  its  long  axis  either  horizontal  or  vertical,  so  as  to  be 
applicable  to  tonsils  that  are  especially  elongated  in  either  direction.  Unless 
the  patient  be  a young  child  no  assistance  is  required,  but  in  the  young  it  is 
necessary  to  have  someone  to  keep  the  mouth  open  with  a gag  and  also  to 


make  counter-pressure  over  the  tonsil  and  to  hold  the  head.  All  this,  of 
course,  can  be  done  by  the  anaesthetist  when  an  anaesthetic  is  being  em- 
ployed. The  tonsillotome  is  introduced  with  its  flat  surface  parallel  to  the 
dorsum  of  the  tongue  until  it  reaches  the  back  of  the  pharynx,  when  it  is 
turned  so  that  the  tonsil  is  received  into  the  ring  of  the  instrument.  If  the 
operation  is  being  done  without  an  anaesthetic,  care  should  be  taken  to  avoid 
touching  the  tongue  as  the  instrument  is  passed  in,  and  the  parts  should  be 
thoroughly  anaesthetised  by  spraying  with  a lo  per  cent,  solution  of  eucaine. 
As  the  tonsil  is  received  into  the  ring  of  the  instrument,  the  assistant  presses 
firmly  inwards  beneath  the  angle  of  the  jaw  so  as  to  steady  the  tonsil  and 
press  it  well  into  the  loop.  The  surgeon  then  manipulates  the  instrument  so 
as  to  press  its  end  firmly  outwards  against  the  pharyngeal  wall,  and  sharpl)- 
pushes  the  cutting  blade  home  with  the  thumb.  This  movement,  although 
momentary,  requires  care  to  avoid  tilting  or  rotating  the  instrument  as  the 
blade  is  pushed  home.  Unless  the  tonsillotome  be  held  absolutely  steady,  its 
end  is  deflected  inwards  and  a portion  of  the  tonsil  will  escape.  If  the 
operation  be  done  under  an  anaesthetic,  the  whole  procedure  can  be  carried 
out  by  the  sense  of  touch  rather  than  by  sight,  the  forefinger  of  the  other 
hand  being  introduced  into  the  mouth  to  see  that  the  ring  of  the  instrument 
is  properly  in  position.  When  no  general  anaesthetic  is  being  used  a good 
light,  either  natural  or  artificial,  is  essential. 

'Fhe  patient’s  left  tonsil  is  quite  easily  removed  in  this  manner,  and  if  the 
surgeon  be  ambidextrous  an  exactly  similar  proceeding  can  be  carried  out 


INFLAMMATORY  AFFECTIONS. 


77 


upon  the  right  side.  Unless  this  be  the  case,  however,  the  surgeon  must 
either  have  an  instrument  with  an  interchangeable  handle  so  as  to  enable  him 
to  remove  the  right  tonsil  with  the  right  hand,  or  he  must  stand  somewhat 
behind  and  to  the  side  of  the  patient  and  introduce  the  tonsillotome  from  that 
position.  If  he  employs  this  position  he  can  push  the  tonsil  into  the  ring  of 
the  guillotine  by  making  counter-pressure  with  the  thumb  of  the  left  hand. 
Removal  of  the  two  tonsils  should  be  done  as  rapidly  as  possible  ; no  attempt 
should  be  made  to  stop  the  bleeding  from  the  first  before  attacking  the 
second.  If  done  sufficiently  quickly,  the  second  tonsil  can  be  removed 
before  any  considerable  bleeding  has  had  time  to  occur  from  the  first,  and 
attempts  to  check  the  bleeding  before  proceeding  to  the  second  operation 
merely  serve  to  obscure  the  view  and  to  give  the  patient’s  courage  time  to 
evaporate. 

By  the  bistoury. — The  older  plan,  which  still  has  to  be  adopted  when  no 
tonsillotome  is  at  hand  or  when  the  tonsil  is  too  flat  to  be  seized  in  the 
instrument,  is  to  grasp  the  organ  with  a pair  of  vulsellum  forceps  (see  Fig. 
2i)  by  which  it  is  pulled  a little  towards  the  middle  line  and  held  steady 


Fig.  21. — Vulsellum  Forcefs.  The  in.strument  takes  a firm  hold  of  the  tonsil  and 
does  not  tear  out. 

while  the  projecting  portion  is  sliced  off  with  a probe-pointed  knife  (an 
ordinary  herniotome  is  a very  good  one).  The  knife  should  be  introduced 
with  its  blade  parallel  to  the  line  of  the  molar  teeth  and  should  cut 
vertically  downwards.  It  must  not  be  inclined  outwards  as  otherwise 
vessels  may  be  injured ; neither  must  the  tonsil  be  dragged  too  violently 
towards  the  middle  line  or  the  same  accident  may  happen.  The  object  of 
the  vulsellum  forceps  is  more  to  fix  the  tonsil  than  to  pull  it  inwards.  If  an 
ordinary  probe-pointed  knife  be  used,  its  blade  should  be  wrapped  round 
with  .strapping  so  as  to  leave  only  about  an  inch  exposed  in  order  to  avoid 
damage  to  the  tongue  which  should  be  depressed  by  a suitable  depressor. 

Haemorrhage  after  tonsillotomy  is  rarely  severe  and  usually  stops  readily  on 
sucking  ice  or  on  the  application  of  temporary  sponge  pressure.  Should  the 
bleeding  be  so  severe  as  to  demand  something  more,  the  surface  may  be 
painted  over  with  supra-renal  extract  in  really  serious  cases  or  with  some  styptic 
such  as  tincture  of  matico  or  liquor  ferri  perchlor.  (for  methods  of  using 
styptics,  see  p.  67).  A few  cases  have  occurred  where  the  bleeding 
has  been  arterial  and  profuse  and  in  a few  it  has  proved  fatal.  In  all 
cases  of  bad  bleeding  the  mouth  should  be  opened  widely  by  a gag  in  a 
bright  light,  any  spurting  vessel  looked  for  and,  if  seen,  caught  and  tied. 
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]''ailing  this,  the  tonsil  must  be  firmly  compressed  between  a sponge  on  a 
sponge-holder,  which  is  dipped  in  a suitable  styptic  (^ide  si(pra)^  and  a 
finger  pressed  in  over  the  tonsil  externally.  This  compresses  the  remains 
of  the  tonsil  firmly  and  the  pressure  should  be  kept  up  for  half  an  hour 
or  so,  when  the  styptic  will  have  had  time  to  act  and  the  hgemorrhage  will 
usually  cease.  Bleeding  of  such  a profuse  character  as  to  necessitate  the 
ligature  of  the  main  arterial  trunks  will  hardly  ever  be  met  with,  but,  should 
the  method  recommended  above  fail,  it  might  possibly  be  necessary  to 
compress  the  common  carotid  artery  temporarily  whilst  the  external  trunk 
is  exposed  and  tied.  Injury  to  the  internal  carotid  artery  has  been  described 
as  the  result  of  this  operation,  but  it  is  practically  impossible  for  it  to  occur 
when  a tonsillotome  is  used,  and  it  is  hardly  likely  to  happen  even  when  the 
older  method  is  employed. 

After-treatnwit. — This  is  quite  simple.  The  patient  should  be  kept 
indoors  for  a day  or  two  and  confined  to  his  room  so  as  to  avoid  cold. 
Before  performing  an  operation  such  as  tonsillotomy,  the  hygienic  conditions 
■of  the  house  should  be  inquired  into,  as  if  the  operation  be  done  in  a 
house  where  the  drains  are  defective,  serious  septic  sore-throat  is  apt  to 
follow.  As  a local  application  some  mild  antiseptic  gargle,  such  as  chlorate 
of  potash  and  boracic  lotion,  is  all  that  is  required.  Soft  food  should  be 
given  for  the  first  four  or  five  days. 

Results. — In  the  operations  for  the  removal  of  enlarged  tonsils  only 
a portion,  and  in  many  cases  not  a very  large  one,  is  removed.  If  a 
slice  of  the  surface  be  taken  away  it  is  usually  found  that  atrophy  of  the 
greater  part  of  the  remainder  occurs.  It  is  however  necessary  to  remove 
all  the  crypts  on  the  surface  because  it  is  probably  in  connection  with 
them  that  the  irritation  occurs  which  leads  to  the  enlargement.  It  must 
however  be  admitted  that  sometimes,  even  when  the  tonsil  has  been  removed 
as  described  above,  recurrence  takes  place  and  further  operation  is  necessary. 
In  these  cases  it  may  be  feasible  to  shell  out  the  entire  tonsil,  which  is 
readily  done  by  administering  a general  anaesthetic,  opening  the  mouth  with 
a gag  in  a good  light  and  carrying  an  incision  through  the  mucous  mem- 
brane just  behind  the  anterior  pillar  of  the  fauces ; the  finger  is  then 
introduced  through  this  incision  and  the  tonsil  shelled  out.  However  a 
procedure  of  this  kind  is  not  to  be  recommended  as  a general  method  of 
treatment  as  we  do  not  know  the  function  of  the  tonsil  and  recurrence 
occurs  only  in  a few  cases. 

CALCULI  OF  THE  TONSILS. — Collections  of  mucus  and  calcareous 
material  may  occur  in  the  crypts  of  the  tonsils  and  may  occasionally  give 
rise  to  actual  calculi.  They  cause  few  symptoms  and  are  easily  recognised  as 
whitish  projections  from  the  surface  of  the  tonsil. 

Treatment. — The  tonsillar  crypt  can  easily  be  cleared  out  with  a sharp 
spoon  of  convenient  size.  Should  there  be  any  difficulty  in  doing  this  or 
should  the  collections  be  numerous,  it  is  simplest  to  shave  off  the  surface 
of  the  tonsil  with  a tonsillotome  (see  p.  76). 
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ACUTE  RETRO  PHARYNGEAL  ABSCESS  — The  only  acute  in- 
flammatory affection  of  the  pharynx  which  needs  a separate  description  is  sup- 
puration following  an  acute  pharyngitis,  which  sometimes  occurs  in  children. 

Difficulty  in  swallowing  is  early  marked,  accompanied  by  considerable 
pain,  and  examination  shows  that  this  difficulty  is  caused,  not  by  a diffuse 
inflammatory  condition  of  the  mucous  membrane,  but  by  a localised  swelling. 
The  prominence  usually  occurs  in  the  pharyngeal  cavity ; very  rarely 
swelling  is  evident  in  the  anterior  triangle.  The  .condition  is  serious  as 
the  pus  may  burrow  in  various  directions  and  when  of  any  size  the  abscess 
interferes  considerably  both  with  deglutition  and  respiration.  If  left  alone 
it  bursts  spontaneously  into  the  throat  and  there  is  some  danger  that  the 
patient  may  be  asphyxiated  if  this  occurs  during  sleep. 

Treatment. — The  abscess  should  be  evacuated  as  soon  as  possible, 
preferably  from  the  neck.  This  is  quite  easily  done  and  the  cavity  heals  just 
as  rapidly  as  does  that  of  any  other  acute  abscess,  and  therefore  we  should 
always  advise  this  being  done  except  possibly  in  cases  where  asphyxia  is 
imminent. 

By  external  incision. — An  incision  is  made  just  behind  the  posterior 
border  of  the  sterno  mastoid,  commencing  above  at  the  mastoid  process 
and  running  downwards  for  about  an  inch  and  a half.  The  incLsion  is 
deepened  until  the  deep  fascia  is  opened  behind  the  muscle,  the  posterior 
border  of  which  is  hooked  up  with  a retractor  while  the  finger  introduced 
into  the  wound  feels  for  the  transverse  processes  of  the  cervical  vertebrse. 
A blunt  dissector  is  then  gradually  insinuated  behind  the  vessels  until  the 
abscess  cavity  is  reached ; this  is  facilitated  by  keeping  one  finger  upon 
the  abscess  in  the  mouth  so  as  to  ascertain  the  right  direction  in  which 
to  work.  If  the  instrument  be  kept  along  the  anterior  surface  of  the  trans- 
verse processes  and  made  to  bore  directly  into  the  abscess  cavity,  no 
difficulty  at  all  is  encountered  and  the  abscess  can  be  opened  in  a few 
seconds.  The  channel  is  enlarged  by  introducing  a pair  of  dressing  forceps 
along  the  dissector  and  carefully  expanding  the  blades  in  the  vertical  direc- 
tion. The  finger  may  then  be  insinuated  into  the  abscess  cavity  and  a 
drainage  tube  inserted.  Care  must  be  taken  that  the  end  of  this  does  not 
impinge  upon  the  pharyngeal  wall,  as  otherwise  ulceration  of  the  mucous 
membrane  may  occur  over  it  and  a fistulous  communication  be  established. 
The  subsequent  treatment  is  the  same  as  that  for  any  other  acute  abscess ; 
the  tube  may  usually  be  left  out  in  four  or  five  days,  healing  occurring  in 
a week  to  ten  days. 

'J'he  abscess  should  never  be  opened  through  the  anterior  triangle  as 
is  sometimes  recommended.  It  will  be  found  extremely  difficult  to  reach  the 
abscess  cavity  by  this  route  as  the  vessels  have  to  be  carefully  defined  and 
pushed  out  of  the  way  and  very  considerable  bleeding  and  a tedious  operation 
may  result.  Moreover  the  drainage  tube  inserted  into  the  abscess  cavity 
is  very  apt  either  to  press  injuriously  upon  the  vessels  or  to  become  kinked 
when  the  structures  are  allowed  to  fall  back  into  position. 
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By  incision  through  the  mouth. — When  asphyxia  is  absolutely  imminent 
in  a case  of  acute  retro-pharyngeal  abscess,  it  may  not  be  feasible  to  give  an 
anaesthetic  and  to  spend  the  few  extra  minutes  that  are  necessary  for  the 
external  operation.  Under  these  circumstances  the  child  should  be  firmly 
pinioned  in  a blanket  or  jack-towel  and  held  almost  inverted,  or  at  any 
rate  with  the  head  very  low,  while  a suitable  gag  such  as  Doyen’s  (see  Fig. 
22)  is  introduced,  the  forefinger  of  the  left  hand  passed  well  back  over  the 
dorsum  of  the  tongue,  which  is  depressed  and  hooked  forward  out  of  the 
way,  and  a cleft  palate  knife,  or  a guarded  bistoury  (see  p.  73)  is  plunged 
into  the  abscess  cavity  in  the  middle  line  so  as  to  open  it  freely.  The 
escape  of  the  pus  from  the  mouth  is  facilitated  by  inverting  the  child  and 
turning  the  mouth  towards  the  floor ; pus  can  then  hardly  find  its  way 
into  the  air-passages. 


B'ig.  22. — Doyen’s  Gag.  A vei-y  useful  form  of  instrument,  especially  when  working 
without  anaesthesia,  or  when  the  latter  is  incomplete.  The  arms  of  the  g.ng  are  so  made 
that  the  teeth  cannot  e.sc.-ipe  from  them  when  the  gag  is  fully  opened.  They  take 
purchase  on  the  front  teeth. 

After  the  operation  all  the  treatment  necessary  is  to  give  soft  food  and 
either  make  the  patient  gargle  freely  with  sanitas  or  Condy’s  fluid  or  have 
the  back  of  the  throat  sprayed  or  swabbed  out  frequently  with  the  same 
applications  according  to  the  patient’s  age. 

CHRONIC  - TUBERCULOUS— RETRO-PHARYNGEAL 
ABSCESS.  — Chronic  tuberculous  abscesses  also  occur  at  the  back  and 
sides  of  the  pharynx  and  are  usually  the  result  of  tuberculous  disease  of 
the  cervical  vertebrae.  Sometimes  however  they  may  be  due  to  suppuration 
in  tuberculous  post-pharyngeal  glands.  'I'he  abscess  pushes  forwards  the 
posterior  pharyngeal  wall  and  narrows  the  faucial  orifice  and  may  be  large 
enough  to  interfere  with  the  breathing.  If  left  alone,  it  extends  also 
laterally  into  the  neck,  but  before  long  it  usually  bursts  into  the  pharynx, 
giving  rise  to  a septic  tuberculous  sinus  which  will  not  heal.  This  is 
especially  the  case  when  the  abscess  depends  upon  disease  of  the  spine ; a 
painful  foul  ulcer  is  then  formed  on  the  posterior  pharyngeal  wall  with  a 
pouch  behind  it  in  which  septic  material  collects  and  the  patient  goes 
steadily  downhill. 

Treatment. — If  the  abscess  be  opened  in  the  manner  just  described 
(see  p.  79)  the  contents  washed  out  and  iodoform  emulsion  injected,  it 
does  as  well  as  a chronic  abscess  elsewhere.  Moreover  by  this  method 
it  is  also  often  possible  to  get  at  the  tuberculous  focus  in  the  spine  and 
to  treat  the  bone  disease  appropriately,  removing  sequestra  with  a spoon, 
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etc.  Under  no  circumstances  whatever  should  a chronic  abscess  of  this  kind 
be  opened  from  the  pharynx.  Even  when  there  is  considerable  dyspnoea 
there  is  always  time  to  open  the  abscess  from  the  outside ; as  contrasted  with 
the  acute  form  of  abscess  there  is  not  the  same  urgency  and  there  is  always 
time  for  an  external  incision.  Great  care  is  necessary  in  moving  the  head 
about  when  the  patient  is  under  the  anaesthetic  if  the  affection  be  due 
to  cervical  spinal  disease,  as  otherwise  serious  damage  might  be  done  by 
movement  when  the  patient  is  unconscious. 

After-treatment. — After  the  operation  the  head  and  neck  should  be 
immobilised  in  a suitable  splint,  preferably  of  plaster  of  Paris,  an  opening 
being  left  behind  through  which  the  wound  can  be  inspected  and  dressed  if 
necessary.  It  is  also  well  to  put  the  child  in  a Phelps’  box.  The  question 
of  the  treatment  of  cervical  spinal  disease  has  already  been  fully  gone  into 
(see  Part  IV.,  p.  344). 

GRANULAR  PHARYNGITIS. — This  is  a condition  marked  by 
considerable  enlargement  of  the  lymphoid  follicles  at  the  back  and  sides 
of  the  pharynx ; it  is  often  associated  with  enlargement  of  the  tonsils  and 
with  adenoid  vegetations  in  the  naso-pharynx.  The  condition  is  common  in 
public  speakers,  and  is  one  of  the  most  frequent  causes  of  the  affection 
known  as  “ clergyman’s  sore-throat.”  Its  principal  symptoms  are  perversions 
of  sensation  in  the  pharynx,  leading  to  cough,  hawking-up  of  mucus,  hoarse- 
ness, a feeling  of  tiredness  and  sometimes  loss  of  voice. 

Treatment. — fVAen  the  follicles  are  imich  enlarged,  the  only  effectual 
method  is  to  destroy  them  with  the  electric  cautery.  The  posterior  wall  of 
the  pharynx  should  be  brushed  over  with  a 10%  solution  of  eucaine  and  a 
fine-pointed  electro-cautery  is  introduced,  the  back  of  the  pharynx  brightly 
illuminated,  the  cautery  point  pressed  against  one  of  the  enlarged  follicles, 
and  the  current  turned  on.  This  is  repeated  on  six  or  eight  follicles  at  one 
sitting,  and  may  be  repeated  at  intervals  of  four  days  or  so  until  all  the 
enlarged  follicles  are  destroyed.  In  the  meanwhile  some  slightly  astringent 
gargle  should  be  used,  and  the  patient  should  use  the  voice  as  little  as 
possible. 

When  the  follicles  are  not  markedly  enlarged,  as  is  the  case  when  the 
trouble  is  due  to  excessive  smoking,  or  dyspepsia,  the  best  treatment  is 
to  apply  glycerine  of  tannic  acid  or  glycerine  and  tinct.  ferri  perchlor. 
(one  part  in  three)  over  the  affected  area  three  times  daily  with  a 
large  camel’s  hair  brush.  Considerable  relief  may  also  be  obtained  by 
inhalations  of  chloride  of  ammonium  from  one  of  the  well-known  inhalers,  or 
by  menthol  sprayed  through  the  nose  by  an  atomiser  three  or  four  times 
a day. 

ATROPHIC  PHARYNGITIS. — A much  more  rebellious  form  is  the 
atrophic  pharyngitis,  which  is  generally  associated  with  atrophic  rhinitis,  and 
is  secondary  to  that  condition.  There  is  much  tenacious  mucus  in  the 
pharynx  which  feels  constantly  dry ; when  examined,  the  pharynx  presents  a 
glazed  reddish  appearance  streaked  with  black  crusts. 
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Treatment. — This  is  much  the  same  as  that  of  atrophic  rhinitis  (see 
Part  V.,  p.  313).  A weak  alkaline  solution,  such  as  carbonate  of  soda  (gr. 
XX.  to  the  oz.),  syringed  through  the  nostrils  three  or  four  times  daily  is  often 
useful.  Failing  this,  inhalations  of  chloride  of  ammonium,  spraying  the 
throat  with  menthol  or  painting  it  with  glycerine  and  borax  may  be  tried 
in  turn. 


SYPHILIS  OF  THE  TONSIL  AND  PHARYNX. 

The  tonsil  is  one  of  the  commonest  seats  of  a primary  chancre  in 
the  mouth.  The  treatment  is  the  same  as  that  of  primary  chancre  else- 
where. The  healing  of  the  sore  is  best  promoted  by  powdering  its  surface 
with  calomel  and  starch  powder  (one  part  in  three). 

In  secondary  syphilis  the  tonsil  is  a frequent  seat  of  the  congestion 
that  occurs  in  the  early  stage,  and  also  of  mucous  patches.  The  latter 
spread  from  the  tonsil  over  the  soft  palate  and  the  uvula  and,  although 
they  may  ulcerate  in  the  centre,  their  raised  white  edge  is  quite  character- 
istic. 

Here  again  the  treatment  must  be  that  of  secondary  syphilis ; calomel 
and  starch  powder  is  of  tbe  greatest  value  locally.  Occasionally  very  severe 
suffering  is  caused  and  there  is  extreme  dysphagia  from  the  presence  of 
these  ulcers  on  the  fauces.  Under  these  circumstances  it  is  imperative  to 
get  the  patient  as  rapidly  as  possible  under  the  influence  of  mercury,  for 
choice  by  fumigation  or  intra-muscular  injection  (see  Part  I.,  p.  234). 

The  tertiary  forms  are  however  the  most  serious  and  are  common 
on  the  pharynx  as  well  as  on  the  soft  palate.  Gummata  rapidly  form  and 
break  down,  leading  to  deep  ulceration  of  the  mucous  membrane.  Unless 
the  condition  be  quickly  stopped,  this  ulceration  may  extend  and  lead  to 
extensive  cicatrisation  and  stenosis  of  the  pharynx.  The  soft  palate  may 
also  become  adherent  to  the  posterior  pharyngeal  wall  and  may  thus  obstruct 
or  entirely  obliterate  the  connection  between  the  naso-pharynx  and  the 
pharynx  proper. 

Immediate  and  energetic  treatment  is  called  for  here  and  the  patient 
should  be  brought  rapidly  under  the  influence  of  large  doses  of  iodide  of 
potassium  combined  with  mercury.  Locally,  nothing  is  so  good  as  a 
mixture  of  calomel  and  starch  (i  in  3)  blown  on  to  the  part  with  a suitable 
insufflator.  During  healing  every  effort  should  be  made  to  prevent  stenosis 
of  the  pharynx  and  adhesion  of  the  soft  palate,  but  it  must  be  admitted 
that  this  is  excessively  difficult.  Bougies  should  be  passed  frequently  into 
the  naso-pharynx,  but  if  the  ulceration  has  extended  on  to  the  edge  of  the 
palate  it  is  almost  impossible  to  prevent  some  considerable  closure. 


STENOSIS  OF  THE  PHARYNX. 

This  affection  may  be  due  to  a variety  of  causes,  of  which  syphilis  is 
by  far  the  most  frequent ; it  follows  burns,  scalds,  the  action  of  corrosive 
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■substances,  and  ulcerations  such  as  lupus.  It  is  most  common  in  the  upper 
part  of  the  pharynx  and  is  associated  with  adhesion  of  the  soft  palate  to 
the  posterior  pharyngeal  wall.  Slight  adhesions  in  that  situation  may  not 
give  rise  to  marked  difficulty  either  in  deglutition  or  articulation  but,  when 
the  adhesions  are  extensive  articulation  is  affected,  the  patient  having  a 
pronounced  nasal  voice,  whilst  deglutition  is  very  imperfect ; owing  to 
failure  of  action  of  the  soft  palate  the  food  constantly  returns  through  the 
nose.  Should  the  stenosis  affect  the  lower  part  of  the  pharyngeal  wall, 
^deglutition  may  be  interfered  with  in  another  way;  there  may  be  some 
degree  of  actual  stenosis,  giving  rise  to  a condition  very  similar  to  stricture 
•of  the  oesophagus  high  up. 

Treatment. — The  treatment  both  of  adhesions  of  the  palate  and 
stenosis  of  the  pharynx  is  undoubtedly  very  difficult.  When  the  palate  is 
adherent  there  is  a constant  tendency  to  recurrence  in  spite  of  repeated 
operations  to  divide  the  adhesions,  and  no  plastic  operation  is  likely  to  be 
•entirely  successful.  All  that  can  be  done  under  the  circumstances  is  to 
divide  the  adhesions  between  the  palate  and  the  pharyngeal  wall  with 
-scissors  or  a blunt-pointed  bistoury,  taking  care  to  do  this  slowly  so  as  to 
avoid  the  possibility  of  doing  damage  to  vessels  which  may  be  dragged 
■out  of  position.  After  the  operation,  the  freed  palate  must  be  kept  from 
■contracting  fresh  adhesions  if  possible  by  the  frequent  use  of  suitable 
instruments  passed  into  the  pharynx  and  swept  between  the  palate  and 
the  posterior  pharyngeal  wall  so  as  to  keep  the  two  structures  separate. 
This  may  be  done  by  the  patient  himself  if  necessary  and  in  the  early 
■stages  should  be  repeated  twice  daily ; later  on,  once  a day  or  every  other 
•day  suffices.  If  it  be  painful,  eucaine  anaesthesia  may  be  employed. 

When  there  is  stenosis  of  the  pharynx,  the  case  practically  becomes 
one  of  stricture  of  the  upper  part  of  the  oesophagus,  and  bougies  will  have 
to  be  passed  as  for  that  affection  (see  Chap.  VII.).  This  treatment  must 
be  persisted  in  for  the  rest  of  the  patient’s  life.  Sometimes,  as  the  result 
of  syphilitic  ulceration,  the  stenosis  of  the  pharynx  is  fairly  high  up  and 
consists  rather  in  obstruction  to  the  passage  of  food  by  bands  and  dia- 
phragms than  in  any  uniform  contraction.  Under  these  circumstances 
some  good  result  may  be  obtained  by  carefully  dividing  these  obstructions. 
The  greatest  possible  care  must  however  be  taken  in  doing  so  because 
important  vessels,  such  as  the  lingual  or  even  the  carotid  trunks,  may  be 
dragged  inwards  by  the  contraction  and  may  be  endangered  by  operation. 
The  best  plan  is  to  merely  nick  any  contracted  bands  either  with  a hernio- 
tome  or  with  a pair  of  blunt-pointed  scissors  curved  on  the  flat,  and  then 
to  forcibly  stretch  the  structures  so  nicked  until  sufficient  dilatation  is 
produced ; for  this  purpose  general  antesthesia  is  necessary. 

The  after-treatment  of  these  cases  is  perhaps  the  most  difficult  point, 
as,  when  the  stenosis  is  high  up  in  the  pharynx,  no  oesophageal  bougie  is 
large  enough  to  keep  the  aperture  of  the  pharynx  properly  dilated.  In 
some  of  the  cases  of  which  we  have  been  speaking  it  may  be  necessary 
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to  give  the  patient  gas  from  time  to  time  and  to  maintain  the  dilatation 
with  the  fingers. 

TUBERCULOSIS  OF  THE  TONSIL  AND  PHARYNX. 

Tuberculosis  probably  affects  the  pharyngeal  wall  more  often  than  it 
does  the  tonsil  or  the  soft  palate.  All  three  conditions  are  however  rare 
and  are  usually  associated  with  a similar  affection  in  the  lungs  or  larynx. 
Sometimes  lupus  may  occur  in  this  region  independently  of  lung  disease. 
The  ulcers  are  generally  shallow,  unhealthy  in  appearance  and  covered 
with  a dirty  yellowish  layer  which  is  partly  exudation  and  partly  degenerating 
tissue.  Nodules  are  frequently  seen  in  the  neighbourhood  of  the  ulcers. 
The  glands  are  usually  enlarged  and  caseous  and  the  ulcers  cause  the 
patient  intense  pain  on  swallowing.  Death  usually  occurs  before  long  from 
exhaustion. 

Treatment. — The  gejieral  treatment  suitable  for  tuberculosis  (see  Part  I. 
p.  245)  must  always  be  adopted  and,  since  the  ulceration  is  usually  accom- 
panied by  advanced  tuberculosis  elsewhere,  it  is  hardly  ever  worth  while 
to  adopt  any  radical  treatment  even  were  it  feasible. 

The  local  treatitient  therefore  is  mainly  directed  to  relieving  the  pain 
and  this  is  best  done  by  blowing  orthoform  on  to  the  ulcerated  surface 
about  half  an  hour  or  more  before  meals.  Should  orthoform  fail  to  relieve 
the  pain,  a 25°/^  solution  of  menthol  in  parolein  used  in  an  atomiser  may 
be  employed  or,  if  this  fail,  a spray  containing  eucaine  or  morphine  may 
be  used  according  to  circumstances. 

If  the  ulceration  be  limited  and  the  patient’s  general  condition 'be  fairly 
good,  an  attempt  may  be  made  to  scrape  the  ulcers  with  a sharp  spoon 
after  cocainising  the  surface  thoroughly.  This  is  particularly  called  for  in 
cases  where  the  pain  on  swallowing  is  intense.  Should  this  attempt  fail, 
pure  lactic  acid  may  be  brushed  over  the  ulcerated  surface  every  day  for 
a fortnight  or  longer.  This  as  a rule  soon  produces  healthy  granulation  and, 
although  the  ulcer  may  not  actually  cicatrise,  it  usually  ceases  to  cause 
much  pain.  Should  the  pure  lactic  acid  fail,  the  ulcer,  if  within  easy  reach, 
may  be  touched  once  or  twice  a week  with  undiluted  carbolic  acid ; this, 
besides  its  antiseptic  action,  has  of  course  a powerful  anaesthetic  effect. 

tVhen  there  is  lupus  in  this  situation,  arsenic  is  a very  valuable  drug 
and  should  be  given  in  doses  commencing  with  3 minims  of  Fowler’s 
solution  gradually  increased  up  to  12  or  15  minims  three  times  a day  after 
food.  The  drug  should  be  intermitted  for  about  one  week  in  every  six  as 
a matter  of  routine  for  fear  of  producing  arsenical  poisoning,  and,  should 
any  of  its  symptoms  occur  during  the  administration,  the  drug  should  be 
given  up  at  once  and  not  resumed  until  after  the  lapse  of  some  two  or 
three  weeks.  In  addition  to  this  drug,  thyroid  extract  is  very  valuable  and 
should  be  administered  in  the  form  of  tabloids  containing  5 grains  of  the 
extract  of  thyroid  gland,  beginning  with  one  and  gradually  increasing  to 
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three  per  dieni.  Stenosis  may  follow  the  cure  of  this  affection  and  may 
call  for  appropriate  treatment  (;vide  supra).  Unless  there  be  actual  ulcera- 
tion, no  local  treatment  is  required  ; should  it  be  necessary,  it  will  be  similar 
to  that  just  described. 

TUMOURS  OF  THE  TONSIL  AND  PHARNYX. 

These  are  best  considered  together  because  a malignant  growth  arising 
in  the  tonsil  constantly  tends  to  encroach  upon  the  neighbouring  pharynx 
and  vice  versa. 

BENIGN  TUMOURS  OF  THE  THROAT.— Papillomata  may 

occasionally  occur  and  are  usually  found  about  the  margin  of  the  fauces 
and  the  uvula.  Adenomata  are  not  infrequently  met  with  on  the  soft 
palate  and  were  at  one  time  mistaken  for  a form  of  carcinoma ; they  are 
however  quite  ■ innocent.  The  other  forms  of  simple  tumours,  such  as 
myomata,  fibromata,  or  lipomata  are  very  rare  and  do  not  give  rise  to 
any  trouble  except  by  their  mere  bulk.  Sometimes  however  these  tumours, 
especially  the  myomatous  form  which  usually  occurs  somewhat  lower  down 
in  the  pharynx,  may  become  pedunculated  and  give  rise  to  a pharyngeal 
polypus  which  interferes  considerably  with  deglutition  and,  if  very  large, 
with  respiration. 

Treatment. — When  a tumour  of  this  kind  is  very  small,  it  will  probably 
pass  quite  unnoticed  and  does  not  therefore  call  for  any  treatment.  When 
however,  it  assumes  a pedunculated  form,  attention  is  drawn  to  it  and  sooner 
-or  later  it  will  be  necessary  to  remove  it  on  account  of  the  trouble  to  which 
it  gives  rise. 

Of  sessile  tumours. — The  methods  of  removing  these  tumours  are  two 
in  number.  In  the  first  place  it  may  be  possible  when  the  tumour  is 
not  very  markedly  pedunculated  to  incise  its  capsule  and  to  shell  out  the 
growth,  in  the  same  way  that  a similar  tumour  would  be  dealt  with  else- 
where. This  may  be  done  from  the  mouth  when  the  tumour  is  high  up 
and  can  be  seen  properly.  When  situated  lower  down,  however,  it  may 
be  necessary  to  open  the  pharynx  first  by  a pharyngotomy  (see  p.  69)  when 
a good  view  is  obtained  of  the  tumour,  so  that  its  capsule  can  be  freely 
opened  and  the  growth  shelled  out.  In  doing  this  operation  it  is  necessary 
to  carry  the  incision  through  the  capsule  well  down  to  its  very  lowest 
j)oint  so  as  to  enable  drainage  to  take  place  satisfactorily,  as  otherwise  septic 
discharges  will  accumulate  at  the  bottom  of  the  capsule  and  decompose  much 
in  the  same  way  as  occurs  in  a retro-pharyngeal  abscess  insufficiently  opened 
from  the  mouth. 

Of  pedunculated  growths. — In  the  second  place  the  growth  when  dis- 
tinctly pedunculated  may  be  removed  by  passing  a ligature  around  its  base 
and  snipping  off  the  tumour.  This  again  may  be  done  either  through  the 
mouth  or  after  a preliminary  pharyngotomy  (see  p.  69)  according  to  the 
situation  of  the  tumour  and  the  length  of  the  pedicle.  If  the  latter  be 
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situated  high  up  and  can  be  seen  easily  from  the  mouth,  the  patient  is 
put  under  a general  anaesthetic,  the  mouth  opened  with  a gag,  the  tongue 
firmly  depressed,  and  the  pedicle  of  the  tumour  thus  exposed.  A stout 
silk  ligature  is  then  passed  around  the  base  of  the  growth  by  threading 
it  through  the  eye  of  a probe  of  sufficient  size,  the  end  of  which  is  bent 
into  a suitable  curve  to  allow  it  to  be  passed  between  the  pedicle  and  the 
posterior  pharyngeal  wall.  The  ligature  is  then  tightened,  the  polypus 
seized  with  a pair  of  vulsellum  forceps  to  prevent  it  slipping  down  the 
throat  and  the  pedicle  cut  through.  Should  the  pedicle  be  very  thick,  it 
may  be  necessary  to  transfix  it  and  ligature  it  in  two  parts.  This  may 
be  done  by  a suitable  aneurysm  or  hernia  needle. 

AVhen  the  growth  is  so  far  down  as  to  require  a pharyngotomy  before 
its  pedicle  can  be  properly  exposed,  the  operation  is  of  course  quite  simple. 
The  pedicle  is  clearly  exposed,  is  immediately  under  the  finger  and  can 
be  secured  and  divided.  The  pharyngeal  wound  is  closed  in  the  usual 
manner  (see  p.  67). 

After-treatme7it. — This  is  very  simple.  For  the  first  week  or  ten  days 
antiseptic  gargles  containing  sanitas  or  Condy’s  fluid  should  be  employed 
and  the  patient  should  be  restricted  to  liquid  or  semi-solid  food.  The 
ligature  usually  separates  within  the  first  week  and  there  is  as  a rule  no 
risk  of  secondary  hcemorrhage.  Tumours  occurring  in  the  naso-pharynx 
have  been  already  dealt  with  (see  Part  V.,  p.  228). 

MALIGNANT  TUMOURS  OF  THE  THROAT.— These  may  be 
either  sarcomatous  or  epitheliomatous ; the  former  usually  occur  as  lympho- 
sarcomata of  the  tonsil.  They  are  much  rarer  than  the  true  epithelioma 
but  their  prognosis  is  usually  bad ; like  the  carcinomata  they  lead  to 
enlargement  of  the  glands  in  the  neck.  At  first  they  remain  limited  to 
the  tonsil  and  give  rise  to  difficulty  in  deglutition  and  are  often  deeply 
ulcerated ; free  haemorrhage  of  a most  alarming  character  may  occur  from 
them.  The  tumour  usually  grows  extremely  rapidly,  and  quickly  fills  up 
the  entire  pharynx.  The  interference  with  breathing  and  swallowing  is 
still  further  added  to  by  the  constant  collection  of  thick  tenacious  mucus 
at  the  back  of  the  throat.  The  treatment  is  removal  at  an  early  stage 
combined  with  removal  of  any  enlarged  glands.  The  methods  of  operating 
and  the  treatment  afterwards,  are  the  same  as  for  the  true  carcinomata 
(^dide  hifra). 

Epitheliomata  are  met  with  in  all  parts  of  this  region.  In  the  tonsil 
they  frequently  spread  from  the  back  of  the  tongue  to  the  anterior 
pillar  of  the  fauces  and  the  tonsil ; in  other  cases  they  may  spread  in  the 
reverse  direction,  commencing  in  the  tonsil  and  infiltrating  the  tongue. 
They  may  also  spread  from  the  tonsil  to  the  soft  palate,  commencing  at 
the  junction  of  the  two  structures.  When  they  commence  at  the  lower  part 
of  the  tonsil  or  when  they  spread  from  the  tongue  to  that  situation,  they 
rapidly  extend  downwards  and  involve  the  aryteno-epiglottidean  folds. 
Sometimes  the  tumour  is  entirely  pharyngeal,  usually  commencing  fairly  low 
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down  just  behind  the  tonsil.  Lastly,  the  anterior  pharyngeal  wall  may 
sometimes  be  affected,  the  growth  occurring  behind  the  cricoid  cartilage 
either  as  a primary  mass  or  as  a secondary  extension  from  the  larynx. 

Treatment. — In  connection  with  the  treatment  of  these  cases  various 
points  arise.^  In  the  first  place  the  advisability  of  performing  the  operation 
at  all  must  be  considered  and  after  that  the  method  by  which  it  should 
be  done. 

The  advisability  of  operating  at  all  must  be  decided  partly  by  the 
extent  of  the  disease  and  partly  also  by  its  situation.  The  more  extensive 
the  growth,  the  less  favourable  is  the  result  of  operation,  especially  when 
the  disease  is  in  the  pharynx.  Extensive  enlargement  of  the  glands  in 
the  neck  is  not  however  a serious  bar  to  operation,  as  we  have  already 
pointed  out  in  connection  with  cancer  of  the  tongue  (see  p.  23),  because 
this  may  be  successfully  removed.  The  extent  of  the  disease  m the  throat, 
however,  is  a very  different  matter.  After  operation  on  extensive  cases 
a large  wound  must  be  left  which  secretes  pus  for  a long  time,  and  dis- 
tortion of  the  pharynx  with  stenosis  and  distortion  of  the  orifice  of  the 
larynx  are  likely  to  occur  after  healing  and  to  interfere  seriously  with 
the  patient’s  comfort.  Further,  the  disease  is  very  liable  to  spread  super- 
ficially along  the  pharyngeal  mucous  membrane  for  a considerable  distance 
beyond  any  tangible  induration  and  therefore  the  probability  of  immediate 
recurrence  is  very  great. 

The  situation  of  the  disease  is  most  important  as  regards  its  position 
relative  to  the  orifice  of  the  larynx.  When  the  latter  is  quite  free,  the 
operation  is  much  more  favourable  than  when  the  epiglottidean  folds 
have  become  involved.  In  the  latter  case,  the  great  majority  of  patients 
operated  upon  die  of  septic  pneumonia,  because  it  is  almost  impossible  to 
avoid  the  leakage  of  septic  material  into  the  air-passages  when  the  orifice 
of  the  larynx  is  interfered  with.  Hence  in  cases  of  this  kind  it  is  quite 
a question  whether  it  is  not  better  to  extirpate  the  larynx  as  well  as 
the  affected  portion  of  the  pharynx  should  operation  be  decided  upon 
at  all. 

There  can  be  no  question  that  operations  for  malignant  disease  of  the 
pharynx  are  particularly  discouraging,  especially  on  account  of  the  serious 
risks  immediately  following  them.  But,  by  taking  certain  precautions, 
these  risks  may  be  considerably  diminished.  The  chance  of  recurrence 
is  no  doubt  very  great,  but  that  is  a risk  common  to  all  operations  for 
cancer,  and  in  cases  of  small  malignant  tumours  of  the  pharynx  and 
tonsil  the  results  in  this  respect  are  not  very  much  worse  than  those 
after  operations  on  cancer  elsewhere.  Having  regard  to  the  distressing 
sufferings  that  these  patients  must  undergo  in  the  final  stages,  it  certainly 
seems  justifiable  in  suitable  cases  to  give  them  the  chances  afforded  by 
operation.  At  the  same  time  however  the  operation  should  never  be 

' The  question  of  operation  in  malignant  disease  of  the  pharynx  and  its  results 
will  be  found  fully  discussed  in  the  Lettsomian  Lectures  for  1896. 
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strongly  pressed  upon  the  patient,  and,  in  common  fairness,  all  sides  of 
the  question  should  be  explained  to  him  as  fully  as  possible,  so  that  he 
may  have  ample  material  for  making  an  unbiased  choice.  We  should 
recommend  however  that  if  the  operation  involves  complete  removal  of 
the  larynx  as  well  as  removal  of  the  affected  portion  of  the  pharynx, 
the  patient  should  be  recommended  not  to  undergo  it,  as  no  de- 
scription is  calculated  to  make  him  realise  the  deplorable  condition  in 
which  the  operation,  even  if  immediately  successful,  will  leave  him.  Poor 
patients  would  probably  be  condemned  to  spend  the  rest  of  their  lives  in  the 
workhouse,  and  the  operation  therefore  merely  offers  a prolongation  of  their 
misery  and  they  will  prefer  to  die  of  the  original  disease.  Of  course  it  is 
possible  that  a patient  of  a literary  disposition  who  is  well-off  might  find 
other  compensations  in  life,  even  though  suffering  from  the  tremendous 
disadvantage  that  complete  loss  of  voice,  considerable  deformity,  etc. 
will  entail ; but  on  this  point  of  course  he  must  be  left  to  judge  for 
himself. 

The  chief  dangers  of  the  operations  and  their  prevention. — The  chief 
dangers  of  these  operations  are  sepsis  in  the  neck  and  septic  pneumonia, 
and  various  precautions  must  be  taken  to  avoid  them.  In  practically  all 
these  cases  the  anterior  triangle  must  be  opened  up  extensively  for  the 
removal  of  enlarged  glands,  and  spreading  sepsis  in  the  planes  of  cervical 
fascia  is  most  likely  to  follow  the  communication  between  the  pharynx 
and  the  neck. 

Avoidance  of  sepsis  in  the  neck. — With  the  view  of  avoiding  sepsis  in  the 
neck  it  will  naturally  occur  to  one  to  ask  whether  it  is  not  possible  to  remove 
the  glands  from  outside  whilst  the  pharyngeal  disease  is  removed  from  within 
the  mouth  without  establishing  a communication  between  the  two  wounds. 
From  the  anatomical  condition  of  affairs  this  is  unfortunately  seldom  possible. 
Another  natural  suggestion  is  to  divide  the  operation  into  two  stages,  the 
first  consisting  of  removal  of  the  glands,  whilst  at  the  second  the  wound 
is  opened  up  again  sufficiently  to  gain  proper  access  to  the  pharynx.  This 
undoubtedly  renders  the  second  operation  more  troublesome  than  if  both 
were  done  at  the  same  time  and  there  is  a risk  of  the  wound  becoming 
infected  with  cancer  cells  in  the  vicinity  of  the  disease  in  the  throat 
where  the  lymphatic  vessels  are  cut  across  in  removing  the  glands.  On 
the  whole  we  are  certainly  in  favour  of  doing  the  whole  operation  at 
one  sitting ; at  the  same  time  it  may  be  advisable  to  divide  it  into  two 
stages  when  the  disease  is  very  extensive  and  the  patient  is  considerably 
exhausted. 

Prevention  of  septic  pneujnonia. — Septic  pneumonia  may  be  guarded 
against  to  some  extent  in  various  ways.  The  first  precaution  that  will  occur 
to  one  is  the  performance  of  a preliminary  tracheotomy.  This  is  almost 
essential  for  the  convenience  of  the  surgeon  and  the  accurate  removal  of 
the  disease,  and  it  is  really  extremely  doubtful  if  it  adds  materially  to  the 
danger  of  the  operation.  It  is  true  that  the  patient  is  unable  to  cough 
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satisfactorily  after  it  and  thus  to  expel  efficiently  from  the  air-passages 
anything  that  has  run  down  into  them ; but,  if  the  trachea  be  plugged,  this 
is  probably  not  a matter  of  any  great  importance,  and  in  the  majority  of 
these  cases  we  think  that  preliminary  tracheotomy  is  essential.  It  may 
perhaps  be  omitted  when  the  disease  is  quite  small  and  is  situated  in  the 
tonsil  or  soft  palate  or  can  be  removed  from  inside  the  mouth.  AVhen  it  is 
extensive,  and  particularly  when  it  approaches  the  orifice  of  the  larynx,  it  is 
practically  impossible  to  operate  satisfactorily  without  a preliminary  trache- 
otomy, which  we  usually  perform  immediately  before  the  operation,  using 
a Hahn’s  tube  (see  Fig.  ii).  This  question  of  preliminary  tracheotomy  in 
mouth  operations  has  already  been  discussed  (see  Part  V.,  p.  259). 

In  order  to  avoid  the  performance  of  this  preliminary  tracheotomy  it 
may  be  possible  to  guard  against  the  entrance  of  blood  and  mucus  into 
the  larynx  by  putting  the  patient  in  the  Trendelenburg  position  as  recom- 
mended by  Keen  for  excision  of  the  larynx.  This  position  no  doubt  causes 
some  embarrassment  from  the  distension  of  the  veins,  but  it  need  not  be 
assumed  until  after  the  removal  of  the  glands  and  until  everything  is  ready 
for  the  excision  of  the  tumour  in  the  pharynx.  At  the  same  time  it  must 
be  remembered  that  the  entrance  into  the  larynx  of  materials  from  outside 
is  possible  in  spite  of  position,  as  the  constant  spasmodic  movements  of 
the  tongue  and  pharynx  force  them  into  the  larynx,  and  therefore  this 
is  not  a certain  means  of  prevention.  The  Trendelenburg  position  may 
also  be  kept  up  after  the  operation  and  then,  no  doubt,  whilst  the  patient 
is  lying  quiet,  the  chances  of  septic  pneumonia  will  be  diminished  by  it ; 
but  even  this  is  not  certain,  for  it  must  be  remembered  that  the  mucus  is 
extremely  tenacious  under  these  circumstances  and,  being  mixed  with  blood, 
decomposes  and  may  be  a source  of  trouble.  Both  these  facts  are  in  favour 
of  a preliminary  tracheotomy.  An  objection  to  the  Trendelenburg  position 
after  the  operation  is  that  it  is  extremely  difficult  to  maintain,  as  there  is 
a constant  tendency  for  the  head  to  slip  down  and  to  press  uncomfortably 
against  the  pillow  or  the  head  of  the  bed. 

A procedure  that  we  have  lately  come  to  consider  of  the  greatest  value 
in  avoiding  septic  pneumonia  is  the  closure  of  the  opening  into  the  phary’iix. 
We  always  aim  at  stitching  up  the  pharynx  as  far  as  possible,  so  as  to 
prevent  the  large  wound -pouring  out  blood  and  lymph  and  adding  to  the 
amount  of  discharge  in  the  throat,  and  we  have  seen  a marked  advantage 
from  this  procedure.  The  pharyngeal  wall  is  very  extensile  and,  in  cases 
suitable  for  operation,  it  is  generally  easy  to  bring  the  edges  together.  In 
suturing  the  pharynx  the  stitches  must  be  so  arranged  that  the  mucous 
surfaces  do  not  curl  outwards,  as  otherwise  union  will  not  occur.  An 
attempt  is  made  to  invert  the  mucous  surface  by  catgut  sutures  introduced 
much  in  the  manner  of  Lembert’s  in  the  intestine,  ^^’e  generally  employ 
a double  row,  the  outer  not  penetrating  the  pharynx.  Even  if  this 
union  fails,  it  does  not  matter  much  so  long  as  the  stitches  hold  for  two 
or  three  days,  so  that  the  critical  period  for  the  patient,  when  he  is  unable 
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to  swallow  or  clear  his  throat  properly  and  has  not  rallied  from  the  operation, 
is  tided  over.  A large  raw  surface  in  the  throat  at  a later  date  is  not  a 
matter  of  such  serious  importance. 

Besides  these  precautions  we  are  also  careful  to  adopt  all  the  preliminary 
measures  that  have  been  recommended  in  speaking  of  cancer  of  the  tongue 
(see  p.  27).  Preliminary  injections  of  antistreptococcus  serum,  removal  of  bad 
teeth  and  the  most  thorough  hygiene  of  the  mouth  are  factors  of  the  highest 
importance  upon  which  we  lay  the  greatest  stress. 

Drainage. — We  always  drain  these  wounds  from  outside,  inserting  a 
large  drainage  tube  close  up  to  the  line  of  the  incision  in  the  pharynx  and 
bringing  it  out  at  the  most  dependent  spot  in  the  neck  wound,  so  as  to  carry 
off  the  discharges  freely.  Should  the  fat  and  glands  have  been  removed  from 
beneath  the  sterno-mastoid,  a button-hole  is  made  through  the  skin  in  the 
posterior  triangle  and  the  tube  is  brought  through  it.  Before  closing  the 
wound  in  the  neck  it  is  always  sponged  out  with  a solution  of  chloride  of 
zinc  (40  grs.  to  the  oz.). 

Arrest  of  haemorrhage.- — In  our  earlier  operations  we  were  accustomed  tO' 
tie  the  external  carotid  artery,  but  experience  has  shown  that  this  is  not 
only  unnecessary  but  is  a very  grave  source  of  danger.  When  the  wound  in 
the  throat  communicates  with  that  in  the  neck,  the  seat  of  ligature  is  exposed 
to  sepsis,  and  the  risk  of  secondary  haemorrhage  is  consequently  extremely 
great.  We  may  almost  say  that  the  majority  of  cases  in  which  the  external 
carotid  has  been  tied  under  these  circumstances  have  died  from  secondary 
haemorrhage  of  this  kind.  As  a matter  of  fact  experience  has  shown  that 
the  bleeding  during  the  operation  is  not  so  severe  as  to  necessitate  this 
procedure  and,  with  a preliminary  tracheotomy  and  the  pharynx  well  packed 
with  sponges,  it  need  not  give  rise  to  any  anxiety.  The  operation  should  be 
so  planned  that  the  access  to  the  tumour  from  the  outside  is  good  and  the 
surgeon  is  enabled  to  see  the  bleeding  points  distinctly  and  to  seize  them 
as  they  are  divided.  It  is  seldom  necessary  even  to  employ  temporary 
compression  of  either  the  common  or  external  carotid,  and  the  bleeding,, 
which  in  the  earlier  operations  seemed  likely  to  be  a great  source  of  danger, 
is  in  reality  quite  a trivial  matter. 

The  various  methods  of  gaining'  access  to  the  primary- 
disease  in  the  mouth. — No  definite  incisions  or  precise  methods  can 
be  laid  down  for  these  operations  as  they  must  of  necessity  vary  enormously,, 
and  the  surgeon  must  plan  out  the  special  operation  for  each  individual 
case.  We  shall  however  endeavour  to  indicate  the  chief  points  in  con- 
nection with  them. 

Removal  from  ■within  the  mouth. — It  is  very  rarely  that  the  disease 
can  be  removed  from  the  mouth  without  an  external  incision,  or  at 
any  rate  without  making  the  incision  in  the  throat  communicate  with 
that  for  the  removal  of  glands  in  the  neck ; of  course  if  this  can  be 
done  the  operation  is  almost  a safe  one.  As  an  example  we  may 
quote  a small  epithelioma  at  the  junction  of  the  soft  palate  and  the  upper 


TUMOURS. 


91 


part  of  the  tonsil  which  does  not  infiltrate  the  tissues  deeply,  or  an 
epithelioma  on  the  anterior  pillar  of  the  fauces  or  towards  the  front  of  the 
tonsil,  and  some  cases  of  small  epitheliomata  occurring  at  the  edge  of  the 
tongue  with  a tendency  to  extension  on  to  the  anterior  pillar  of  the  fauces. 
We  have  removed  growths  in  all  these  situations  from  the  mouth  without 
opening  the  neck  and  so  far  successfully  as  regards  recurrence. 

Splitting  the  cheek. — As  in  the  case  of  cancer  of  the  tongue,  access  to  the 
disease  in  the  throat  is  greatly  facilitated  by  splitting  the  cheek,  and  this  we 
do  in  practically  all  these  cases.  No  doubt  removal  can  sometimes  be 
effected  without  this  procedure,  but  we  should  not  advise  that  the  attempt 
be  made.  To  split  the  cheek  from  the  angle  of  the  mouth  to  the  anterior 
border  of  the  masseter  does  not  add  to  the  gravity  of  the  operation,  nor  does 
it  cause  much  subsequent  deformity,  especially  in  the  male,  while  it  brings 
disease  about  the  anterior  pillar  of  the  fauces  or  the  velum  palati  absolutely 
under  the  reach  of  the  finger. 

Removal  by  the  thermo-cautery. — We  have  come  to  the  conclusion  that 
the  thermo-cautery  is  the  best  method  of  removing  the  growth  in  the  cases 
above  referred  to.  Not  only  is  there  little  bleeding,  but  the  heat  of  the  cautery 
destroys  any  infected  epithelium  spreading  superficially,  and  thus  probably 
adds  an  additional  safeguard  against  recurrence.  At  the  same  time  the 
operation  leaves  an  eschar  from  which  there  is  no  exudation,  so  that  there 
is  not  nearly  the  same  amount  of  discharge  in  the  early  stages  as  there  would 
be  from  a clean-cut  wound.  Its  disadvantage  is  that  the  edges  of  the  wound 
cannot  be  stitched  together,  but,  as  we  only  recommend  the  cautery  for  small 
growths,  away  from  the  larynx,  this  is  not  a matter  of  any  great  importance. 
The  best  plan  is  to  mark  out  the  area  to  be  removed  with  a fine  point  of 
the  thermo-cautery.  If  this  be  done  the  surgeon  can  make  quite  sure  of 
removing  the  disease  completely  when  the  tissues  become  subsequently 
unrecognisable  from  the  burning.  Any  glands  in  the  neck  can  be  dealt  with 
by  a separate  operation  which  should  be  preferably  undertaken  immediately 
before  the  disease  in  the  mouth  is  removed,  the  wound  being  stitched  up 
and  covered  with  gauze  while  the  mouth  operation  is  in  progress. 

After-treatment. — Antiseptic  gargles,  such  as  sanitas  or  Condy’s  fluid, 
should  be  used  for  ten  days  or  a fortnight,  and  during  this  time  fluid  food 
only  should  be  given  by  the  mouth.  It  may  be  introduced  along  the  sound 
side  of  the  mouth  by  a tube  attached  to  a feeder  for  a few  days.  The 
patient  soon  regains  the  power  of  swallowing. 

Removal  tlurough.  the  neck. — In  the  majority  of  cases,  however,  the 
disease  must  be  reached  from  outside,  and  there  are  a large  number  of 
methods  to  choose  from.  In  the  first  place  the  glands  must  be  removed 
from  the  anterior  triangle  in  all  cases  by  an  incision  along  the  anterior 
border  of  the  sterno-mastoid  from  the  lobule  of  the  ear  down  to  at  least 
the  level  of  the  cricoid  cartilage.  From  this  an  incision  should  run  along 
the  hyoid  bone  and  be  curved  upwards  nearly  to  the  lower  border  of  the 
jaw  over  the  anterior  end  of  the  submaxillary  gland  (see  Fig.  23).  These 


92 


THE  SURGICAL  AFFECTIONS  OF  THE  PHARYNX. 


flaps  are  dissected  up,  and  the  anterior  triangle  is  exposed  and  cleared 
of  glands  as  already  described  (see  p.  55),  together  with  the  jugular  vein. 
The  digastric  muscle  should  be  thoroughly  exposed  as  the  tumour  is  in 
-close  contact  with  it.  The  subsequent  proceedings  will  vary  with  the 
situation  of  the  growth.  When  it  is  on  the  lateral  wall  of  the  pharynx  it 
will  be  immediately  beneath  the  finger  just  below  the  digastric  muscle  and 
all  that  is  necessary  is  to  retract  the  vessels  and  expose  the  pharyngeal  wall, 
taking  care  to  avoid  injuring  the  superior  laryngeal  nerve.  An  incision  is 
then  made  into  the  wall  of  the  pharnyx  to  one  side  well  free  of  the  growth, 
and  the  disease  clipped  away  with  suitably  curved  scissors,  the  wound  in  the 
pharynx  being  afterwards  sutured  in  the  manner  just  described  (see  p.  89). 


Fig.  23, — Incisions  for  Removal  of  Cancer  of  the  Pharynx.  The  chief  in- 
cision AB  runs  along  the  anterior  margin  of  the  sterno-mastoid  muscle.  The  second  one 
CD  commences  opposite  the  hyoid  bone  and  reaches  the  lower  border  of  the  jaw  just  in 
front  of  the  submaxillary  gland. 


When  the  disease  is  situated  higher  up,  especially  when  it  is  in  the 
tonsillar  region,  freer  access  is  necessary.  When  the  lower  portion  of  the 
tonsillar  area  is  especially  affected,  the  digastric  and  stylo-hyoid  muscles 
.-should  be  divided,  taking  care  to  leave  the  hypoglossal  nerve  intact,  so  as 
to  allow  the  jaw  to  be  pushed  well  forwards  and  to  expose  the  tonsillar 
region.  The  pharnyx  is  then  incised,  usually  behind  the  growth  and  well 
free  of  it  at  a point  best  ascertained  by  introducing  the  finger  into  the 
mouth.  The  disease  in  the  pharynx  is  thus  exposed  and  can  be  removed. 
AVhen  the  disease  runs  fairly  high  up  it  may  be  advisable  to  split  the  cheek 
also  as  far  out  as  the  masseter,  so  as  to  remove  the  upper  patt  of  the 
disease  satisfactorily  from  the  mouth  while  the  lower  is  removed  from  the 
pharynx  in  the  manner  just  described. 
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^Vhen  however  the  disease  is  as  extensive  as  this,  that  is  to  say  when 
it  affects  the  whole  of  the  tonsillar  region  and  extends  high  up,  it  is  a 
tpiestion  whether  it  is  not  better  to  divide  the  lower  jaw  by  which  un- 
doubtedly much  better  access  is  obtained.  Curiously  enough  the  mortality 
in  the  cases  in  which  the  lower  jaw  has  been  divided  is  considerably  less 
than  those  in  which  it  was  not  done.  The  reason  presumably  is  that  there 
was  a greater  amount  of  secondary  haemorrhage  in  the  latter  cases,  probably 
from  imperfect  seizure  of  vessels  owing  to  the  less  perfect  exposure  of  the 
wound.  The  jaw  may  be  divided  in  front  of  the  masseter  or  at  the  angle 
behind  it.  When  divided  in  front  of  the  masseter  after  division  of  the 
posterior  belly  of  the  digastric  and  the  stylo-hyoid  muscles  the  whole  tonsillar 
area  and  side  of  the  pharnyx  are  exposed  to  view  completely  and  the  disease 
can  be  clipped  away  as  easily  as  if  it  were  upon  the  surface.  In  order  to 
divide  the  jaw,  the  flap  is  dissected  well  up  before  the  jaw  is  sawn  (see 
Fig.  24,  EF). 


Fig.  24.— Division  of  the  Lower  Jaw  in  Rkmovae  of  Cancer  of  the  Phakyn.x. 
The  skin  incisions  are  the  same  as  in  the  preceding  figure  except  that  CD  is  prolonged 
upwards  well  over  the  jaw.  EF  shows  the  pre-masseteric  division  of  the  jaw  in  the 
simpler  cases,  the  shaded  area  GHIK  the  portion  of  bone  removed  in  the  more  severe 
ones. 


When  the  disease  is  situated  still  further  back,  the  jaw  may  be  divided 
above  the  angle,  leaving  the  attachment  of  the  masseter  below,  and  con- 
siderable advantage  may  be  obtained  by  removing  the  ascending  ramus  of 
the  jaw  altogether  (see  Fig.  24,  GHIK).  If  the  angle  and  the  ascending 
ramus  be  removed,  the  functional  result  is  bad,  as  the  jaw  is  pulled  to  that 
side ; but  if  the  division  be  made  above  the  angle,  the  ascending  ramus  may 
be  removed  without  any  marked  disability  subsequently,  and  an  excellent 
view  of  the  operation  area  is  obtained  when  the  jaw  is  pulled  well  forwards. 
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In  some  rare  cases  Langenbeck’s  division  of  the  jaw  (see  p.  39),  already 
referred  to  for  cases  of  cancer  of  the  tongue,  may  be  of  use.  Usually 
however  it  is  not  necessary  to  have  such  an  extensive  incision. 

When  the  tumour  is  situated  about  the  base  of  the  tongue,  the  disease 
may  be  got  at  very  readily  from  outside  by  removing  the  great  cornu  of 
the  hyoid  bone  and  opening  the  pharnyx  in  that  situation,  being  careful  to 
avoid  the  superior  laryngeal  nerve.  This  exposes  the  base  of  the  tongue 
and  the  epiglottis,  and  in  a case  we  treated  in  this  way  the  epiglottis  and  a 
wedge-shaped  portion  of  the  tongue  were  removed,  while  at  the  same  time 
the  left  anterior  triangle  of  the  neck  was  cleared  out.  Nine  months  later 
glands  were  removed  from  the  posterior  triangle ; six  months  later  glands 
were  removed  from  the  right  anterior  triangle.  The  operation  was  done 
six  years  ago  and  the  patient  remained  free  from  recurrence  when  last 
heard  of. 

Another  method  of  obtaining  access  in  these  cases  is  the  operation  known . 
as  sub-hyoid  pharyngotomy,  namely  a transverse  incision  through  the  thyro- 
hyoid membrane  close  to  the  hyoid  bone.  The  latter  structure  is  then 
pulled  up,  the  thyroid  cartilage  pulled  down,  the  epiglottis  divided  and  the 
pharynx  opened.  In  employing  this  incision  care  must  be  taken  not  to 
injure  the  superior  laryngeal  nerve  in  prolonging  it  backwards,  and  although 
this  may  be  avoided  by  keeping  close  to  the  cornu  of  the  hyoid  bone, 
there  is  considerable  risk  of  it  and  after  all  good  access  is  only  obtained 
in  disease  about  the  epiglottis  or  the  aryteno-epiglottidean  folds.  In  disease 
of  the  tonsil  and  the  lateral  wall  of  the  pharynx  much  better  access  is 
obtained  by  one  of  the  other  methods.  At  the  same  time  it  is  well  to 
remember  this  plan  for  suitable  cases. 

After-treatment. — We  have  already  said  that  the  wound  should  be 
swabbed  out  with  a solution  of  chloride  of  zinc  and  the  pharyngeal  wall 
stitched  up  and  free  drainage  provided  (see  p.  90).  We  generally  remove 
the  Hahn’s  tracheotomy  tube  immediately  after  the  operation,  but  insert 
a fresh  one  for  24  hours.  If  the  patient  can  be  kept  in  the  Trendelenburg 
position  for  that  length  of  time  an  ordinary  tube  will  suffice,  but  otherwise  a 
Hahn’s  tube  should  be  kept  in  for  24  hours,  after  which  it  may  be  taken 
out  and  an  ordinary  tube  substituted  for  two  or  three  days.  For  the  first 
three  days  we  feed  the  patient  by  the  rectum,^  but  after  that  food  is  given 
by  the  mouth,  the  head  being  kept  hanging  over  the  bed  and  turned  well 
towards  the  sound  side,  whilst  the  food  is  taken  in  small  sips  and  very 
slowly  j this  enables  it  to  run  down  the  sound  side  without  interfering  with 
the  wound.  Up  to  the  end  of  the  first  week  rectal  feeding  should  be 
combined  with  this  feeding  by  the  mouth ; after  that  it  can  generally  be 
dispensed  with.  In  some  few  cases  we  have  had  to  use  a stomach  tube  for 
the  first  few  days,  and  if  this  be  necessary  it  is  best  to  pass  it  along  the  healthy 
side  of  the  throat.  In  one  case  we  were  unable  to  dispense  with  a feeding 
tube  for  three  weeks  after  the  operation,  but  much  depends  upon  the  proper 

1 See  footnote  on  p.  98. 
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closure  of  the  wound  in  the  neck  and  especially  on  the  prevention  of  a sinus 
from  the  throat  to  the  neck.  Should  such  a sinus  persist,  the  finger  should  be 
placed  over  it  when  the  patient  swallows. 

When  the  epiglottis  and  base  of  the  tongue  are  removed,  it  may  be  some 
days  before  the  patient  can  swallow  at  all  and  three  or  four  weeks  before 
deglutition  can  be  comfortably  performed.  It  is  stated  that  in  epiglottic 
operations  the  rapidity  with  which  the  power  of  swallowing  is  regained  is  much 
•expedited  by  stitching  back  the  tongue  to  the  mucous  membrane  over  the 
lower  part  of  the  epiglottis,  which  is  preserved  as  far  as  possible. 


CHAPTER  VII. 


THE  SURCxICAL  AFFECTIONS  OF  THE  OESOPHAGUS. 

ANATOMICAL  CONSIDERATIONS. 

In  a person  of  average  height  the  oesophagus  is  about  nine  .inches  in  length- 
and  extends  almost  vertically  from  the  lower  border  of  the  cricoid  to  about 
the  level  of  the  ensiform  cartilage ; the  landmarks  behind  are  from  the  fifth 
cervical  to  the  ninth  dorsal  vertebra.  The  oesophagus  has  the  trachea  in 
front  at  its  upper  part  and  lower  down  the  left  bronchus,  the  arch  of  the 
aorta,  the  pericardium  and  the  left  vagus.  Behind  it  rests  mainly  upon  the 
vertebral  column  and  the  thoracic  duct,  but  about  three  inches  above  the 
diaphragm  it  crosses  the  aorta.  The  pleura  lies  on  each  side  of  the 
esophagus  and  the  right  one  sends  a prolongation  behind  it  above,  so  that 
it  is  not  easy  to  reach  the  oesophagus  on  the  right  side  in  that  situation 
without  damaging  the  pleura.  Above  the  arch  of  the  aorta  the  oesophagus- 
is  best  reached  from  the  left  side ; below  the  arch,  from  the  right  side. 

The  total  distance  from  the  upper  incisior  teeth  to  the  stomach  averages 
1 6 inches,  and  Dr.  J.  D.  Bryant ^ gives  the  following  measurements:  The 
distance  from  the  upper  incisor  teeth  to  the  bodies  of  the  ist,  2nd,  3rd,  4th, 
5th  and  loth  dorsal  vertebrae  is  respectively  8,  8f,  9§,  lol,  ii  and  15  inches. 
The  tip  of  the  spinous  process  of  any  dorsal  vertebra  (with  the  exception  of 
the  ist,  nth  and  12th)  is  just  above  the  transverse  process  of  the  vertebra 
immediately  below,  that  is  to  say,  it  just  indicates  the  posterior  margin  of  the 
rib  belonging  to  that  vertebra. 

MALFORMATIONS  OF  THE  CESOPHAGUS. 

A number  of  congenital  malformations  may  be  met  with  for  which  prac- 
tically nothing  can  be  done,  and  which  need  no  description  here ; thus,  for 
example,  communications  between  the  trachea  and  the  oesophagus,  congenital 
constrictions  of  the  oesophagus  and  imperforate  gullet  are  of  little  importance 
from  the  practical  surgeon’s  point  of  view. 

^Dennis’s  Surgery,  Vol.  III. 
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(ESOPHAGEAL  DIVERTICULA. — This  condition  is  similar  to 
that  met  with  in  the  pharynx  (see  p.  66)  and  most  of  the  pouches  of 
so-called  oesophageal  origin  are  found  at  the  upper  part  of  the  tube  and 
probably  originate  from  the  pharynx.  As  a rule  the  diverticulum  lies  towards 
the  posterior  and  lateral  aspect  of  the  oesophagus  at  its  upper  part.  The 
pouches  may  be  of  congenital  formation,  but  some  authorities  consider  that 
they  are  formed  artificially.  In  any  case  they  tend  to  enlarge  from  the 
■constant  distension  with  food. 

Symptoms. — The  symptoms  are  very  characteristic ; there  is  dysphagia 
.caused  by  the  distended  pouch  pressing  upon  the  oesophagus  and  at  the  same 
time  there  is  some  swelling  in  the  neck,  varying  according  to  the  amount  of 
distension  of  the  pouch  which  may  be  diminished  by  firm  pressure. 

Treatment. — The  only  effectual  method  of  treatment  is  to  excise  the 
pouch,  which  may  be  done  through  an  incision  in  the  neck  similar  to  that  for 
cesophagotomy  (see  p.  103),  and  it  is  well  to  make  the  pouch  as  prominent 
as  possible  either  by  passing  a bougie  into  it  or,  if  that  cannot  be  done,  by 
making  the  patient  distend  it  with  food.  When  the  oesophagus  is  exposed 
the  pouch  is  carefully  defined,  squeezed  entirely  empty  and  excised,  the 
opening  in  the  oesophagus  being  brought  together  by  sutures  inserted  after 
Lembert’s  fashion.  The  after-treatment  is  exactly  the  same  as  that  for 
•cesophagotomy. 


WOUNDS  OF  THE  CESOPHAGUS. 

These  may  be  produced  by  violence  from  within  or  from  without.  The 
latter  are  the  result  of  stabs,  bullet  wounds  and  the  like,  and  as  a rule  call  for 
no  treatment.  The  most  common  injuries  are  those  from  within  and  may 
follow  the  unskilful  employment  of  bougies,  swallowing  sharp-pointed  or 
angular  bodies  such  as  needles,  tooth-plates,  forks,  etc.;  rupture  of  the 
oesophagus  sometimes  occurs  from  extremely  violent  vomiting. 

Treatment. — Very  little  effective  treatment  as  far  as  the  wound  is  con- 
cerned can  be  employed  in  these  cases  whether  the  injury  be  from  without  or 
within.  If  the  wound  be  not  immediately  fatal  from  injury  to  important 
structures  such  as  the  large  blood-vessels,  it  is  invariably  followed  by  suppura- 
tion in  the  cellular  tissue  of  the  neck  and  generally  the  mediastinum,  and 
this  in  its  turn  may  lead  to  pyaemia  or  general  septic  poisoning.  The  only 
thing  that  can  be  done  is  to  bear  in  mind  the  necessity  of  opening  up 
the  tissues  of  the  neck  in  the  vicinity  of  the  wound  sufficiently  to  provide 
effectual  drainage.  No  special  instructions  for  doing  this  need  be  given. 

BURNS  OF  THE  (ESOPHAGUS. 

Internal  injuries,  such  as  burns  from  caustic  fluids,  are  most  important, 
because,  if  not  immediately  fatal,  they  give  rise  to  serious  trouble  afterwards. 
Burns  from  swallowing  boiling  water  rarely  occur  in  the  oesophagus,  as  the 
water  does  not  reach  further  than  the  lower  end  of  the  pharynx.  The 
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chief  effect  of  a caustic  fluid  when  swallowed  is  manifested  upon  the- 
more  constricted  portions  of  the  oesophagus,  and  the  entire  lumen  is 
not  equally  affected.  Thus  the  escharotic  effect  is  most  marked  at  the 
junction  of  the  oesophagus  with  the  pharynx,  and,  after  that,  in  the 
neighbourhood  of  the  cardiac  end.  Following  the  gangrene  of  the  mucous 
membrane  produced  by  the  caustic,  ulceration  occurs  and  extends  to  a 
varying  depth,  and  these  ulcers  are  extremely  slow  to  heal  and  are 
followed  by  severe  contraction  of  the  oesophagus.  The  stricture  thus 
formed  is  often  extensive  and  irregular  and  offers  the  greatest  difficulty 
in  treatment. 

Symptoms. — The  symptoms  are  usually  unmistakable.  There  is  a 
history  of  swallowing  a caustic  followed  by  intense  pain,  excessive  thirst,, 
and  frequent  haematemesis ; accompanying  these  symptoms  there  is  often, 
considerable  dyspnoea.  Death  may  occur  very  early  from  acute  gastritis,, 
but  if  the  patient  does  not  die  of  this,  the  symptoms  subside  after  a 
period  of  intense  pain,  and  the  separation  of  the  sloughs  and  gradual  cica- 
trisation of  the  oesophagus  ensues ; this  is  usually  accompanied  by  much, 
dysphagia  owing  to  the  ulcerated  condition  of  the  oesophageal  wall  and 
the  gradual  narrowing  of  its  lumen.  Sometimes  the  oesophagus  may  be 
so  destroyed  as  to  lead  to  perforation ; -occasionally  a peri-oesophageal 
abscess  occurs. 

Treatment. — There  are  three  main  indications  in  treatment.  In  the- 
first  place  the  chemical  agent  causing  the  mischief  must  be  neutralised 
and  removed ; in  the  second,  rapid  healing  of  the  ulceration  of  the 
oesophagus  must  be  favoured ; in  the  third,  the  constriction  which  is 
certain  to  occur  subsequently  must  be  prevented  or  diminished. 

Neutralisatiofi  of  the  caustic. — The  first  step  should  be  to  neutralise 
the  caustic  that  has  been  swallowed  immediately  the  case  is  seen.  Powdered 
chalk  or  a solution  of  bicarbonate  of  soda  should  be  administered  if  the 
material  swallowed  be  a mineral  acid,  while  vinegar  and  water  should 
be  freely  given  in  the  case  of  a caustic  alkali.  In  carbolic  acid  poisoning, 
olive  oil  in  large  quantities  is  the  best  remedy. 

Treatment  of  the  subsequent  ulceration. — The  first  essential  is  to  insure 
rest  to  the  oesophagus.  This  is  necessary  partly  to  prevent  the  inflam- 
mation spreading  through  the  oesophageal  walls  and  partly  to  promote 
cicatrisation.  Hence  rectal  feeding^  should  be  employed  for  as  long  a 
period  as  the  patient  will  stand  it  without  deterioration.  Feeding  by  the 
mouth  must  of  course  be  had  recourse  to  should  the  patient  appear  to 
be  suffering  any  ill  effects  from  rectal  alimentation  alone;  but  this  should 
be  delayed  as  long  as  possible.  The  food  so  administered  should  be 

^ Dr.  Otto  Griinbaum  has  recently  introduced  a method  of  rectal  feeding  so  planned 
as  to  he  more  in  accordance  with  the  requirements  of  the  metabolism  of  the  bod}'  than 
is  the  usual  nutrient  enema.  The  enemata  he  recommends  contain  ox-serum,  milk, 
glucose  and  liq.  pancreaticus.  These  will  be  referred  to  again  in  connection  with  gastric 
ulcer  (see  Chap.  XIV.). 
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milk ; as  healing  progresses,  swallowing  becomes  less  painful  and  the 
mouth-feeding  may  proportionately  be  increased  and  solid  or  semi-solid 
materials  may  be  employed. 

The  pain,  which  is  always  very  marked  on  account  of  the  constant 
swallowing  of  saliva  that  occurs  independently  of  feeding  by  the  mouth, 
is  best  relieved  by  the  administration  of  morphine  in  a very  small  quantity 
of  glycerine ; a few  drops  placed  on  the  back  of  the  tongue  and  allowed 
to  trickle  down  the  gullet  has  a good  local  effect. 

Prevention  of  contraction.  — Commencing  contraction  becomes  evident 
in  about  three  or  four  weeks  from  the  separation  of  the  sloughs,  and 
from  this  time  onwards  every  effort  must  be  made  to  prevent  it  by  passing 
bougies  (see  p.  109).  The  best  bougies  for  the  purpose  are  the  conical 
black  ones,  the  points  of  which  easily  pass  along  the  canal,  while  the 
gradual  thickening  of  the  instrument  upwards  from  the  point  distends 
its  walls  very  gradually.  Several  bougies  in  series  should  be  at  hand ; 
a small  size  should  be  used  at  first  and  the  others  should  be  passed 
until  the  oesophagus  has  been  dilated  up  to  its  full  size,  or  until  a trace 
of  blood  appears  upon  the  bougie  last  withdrawn.  A good  size  to  begin 
with  is  No.  14,  and  the  dilatation  should  not  be  held  to  be  complete  until 
a No.  24  has  been  introduced;  this  may  of  course  not  be  reached  on 
the  first  or  even  on  the  second  occasion.  Unless  there  be  very  marked 
contraction  when  the  bougies  are  first  passed,  an  interval  of  a week  may 
be  allowed  to  elapse  before  passing  them  again,  after  which  another  week 
may  be  allowed  to  elapse  unless  the  contraction  be  great;  when  this  is 
the  case  however  the  bougies  should  be  passed  twice  a week.  As  soon  as 
the  contraction  is  found  to  be  stationary  in  the  intervals  between  the 
passage  of  the  instruments  a gradually  increasing  interval  may  be  given ; 
in  no  case  should  they  be  passed  oftener  than  every  third  day.  If  there 
be  much  pain  in  passing  the  bougie,  the  instrument  may  be  lubricated 
with  glycerine  containing  about  a quarter  of  a grain  of  ceucaine. 

The  treatment  of  a definite  stricture  of  the  oesophagus,  by  which  we 
mean  the  permanent  contraction  of  the  canal  after  the  ulceration  has 
disappeared,  is  described  separately  (see  p.  108). 

FOREIGN  BODIES  IN  THE  OESOPHAGUS. 

These  are  not  at  all  uncommon  and  vary  very  widely  in  their  nature ; 
large  boluses  of  food,  fragments  of  bone,  pins,  needles,  tin-tacks,  coins, 
tooth-plates,  etc.,  have  all  been  met  with  from  time  to  time.  The  im- 
portance of  the  case  and  the  symptoms  to  which  the  foreign  body  gives 
rise  vary  with  its  seat  and  the  nature  of  the  impaction.  Thus,  large  bodies 
generally  become  lodged  at  the  commencement  of  the  oesophagus  and 
may  give  rise  not  only  to  difficulty  in  swallowing  but  also  to  pressure  upon 
the  upper  air-passages  and  a rapidly  fatal  dyspnoea.  Again,  needles,  pins, 
fish-bones,  etc.,  may  penetrate  the  oesophageal  wall  and  produce  cellulitis 
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and  a peri-oesophageal  abscess,  or  may  even  find  their  way  into  the  large 
vessels,  such  as  the  arch  of  the  aorta,  and  cause  fatal  haemorrhage  which 
may  either  occur  immediately  or  after  the  lapse  of  some  days  from  inflam- 
matory softening.  Needles  may  pass  out  of  the  oesophagus  and  traverse 
a considerable  distance  however  without  any  ill  effects.  Small  objects, 
such  as  coins,  usually  penetrate  further  down  the  oesophagus  and,  beyond 
giving  rise  to  a certain  amount  of  dysphagia,  give  no  symptoms  at  all 
in  the  early  stages,  although  if  left  they  generally  produce  oesophageal 
ulceration  and  subsequent  mischief.  They  may  however  remain  in  the 
cesophagus  for  a long  time  without  giving  rise  to  any  definite  symptoms. 
Ragged  and  irregular  objects,  such  as  tooth-plates,  especially  when  provided 
with  hooks,  may  become  firmly  impacted  in  the  oesophagus,  and  the  sharp 
projections  rapidly  ulcerate  through  the  oesophageal  wall,  lead  to  serious 
peri-oesophageal  inflammation,  and  may  open  into  the  large  vessels.  This 
kind  of  foreign  body  is  the  most  dangerous  of  all  because  the  projections 
become  imbedded  in  the  oesophageal  wall  and  not  only  are  a source  of 
mischief  in  themselves  but  make  the  removal  of  the  body  by  forceps 
through  the  mouth  a very  hazardous  proceeding.  All  foreign  bodies  are 
likely  to  be  arrested  at  one  of  the  narrow  parts  of  the  canal,  which  are 
the  upper  and  lower  extremities  of  the  oesophagus  or  the  point  at  which 
the  aorta  crosses  it. 

Treatment. — In  the  first  place  this  will  depend  on  the  period  at  which 
the  surgeon  is  called  in,  while,  in  the  second,  it  varies  with  the  seat  of 
lodgment  and  the  size,  shape  and  nature  of  the  foreign  body. 

When  the  surgeon  is  called  in  immediately  after  the  accident,  the 
treatment  must  depend  on  the  nature  of  the  foreign  body  and  the  symptoms 
produced.  In  some  cases  the  body  may  be  only  partly  impacted  in  the 
upper  part  of  the  oesophagus  and  may  project  as  a large  mass  into  the 
lower  portion  of  the  pharynx,  so  that  pressure  upon  the  air-passages  and 
urgent  dyspnoea  may  occur.  These  cases  have  already  been  dealt  with 
(see  p.  68). 

As  a rule,  when  a foreign  body  lodges  in  the  upper  part  of  the  oeso- 
phagus, although  it  may  cause  dyspnoea,  the  symptoms  are  not  sufficiently 
urgent  to  threaten  life  and  there  is  plenty  of  time  to  locate  the  body  and 
to  decide  how  to  deal  with  it.  This  is  a point  of  importance,  because  the 
same  treatment  should  not  be  adopted  alike  for  smooth  rounded  bodies  and 
sharp  pointed  ones;  and  it  is  worth  while  remembering  that  it  is  very  necessary 
to  make  sure  that  the  body  is  actually  present  in  the  oesophagus.  It  is  not 
uncommon,  especially  in  hysterical  girls,  for  the  patient  to  vomit  up  the 
foreign  body  and  still  to  complain  of  all  the  symptoms  of  its  presence ; in 
children  this  is  a very  important  point. 

Various  measures  may  be  taken  to  determine  the  presence  and  exact 
situation  of  the  foreign  body.  When  it  is  opaque  to  the  X-rays  these  are 
a ready  and  certain  means  of  diagnosis.  When  however  the  body  is  not 
opaque  to  the  rays  an  olive-headed  oesophageal  sound  (see  Fig.  25)  may 
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be  employed  unless  damage  is  likely  to  be  done  by  it.  This  is  passed 
down  the  cesophagus  until  the  obstruction  is  reached,  which  it  is  usually 
easy  to  tell  as  the  metal  end  of  the  sound 
strikes  it  unmistakably.  No  attempt  should  be 
made  to  dislodge  the  body  by  the  instrument, 
which  should  be  small  enough  to  be  insinuated 
beyond  it  so  that  its  size  may  be  made  out. 

The  oesophagoscope,  by  which  the  body  is  seen 
directly  by  the  electric  light,  has  also  been  used 
for  the  purpose,  but  the  method  is  extremely 
cumbrous  and  the  information  obtained  by  it  is 
not  of  any  special  value. 

After  having  ascertained  the  position  and 
nature  of  the  foreign  body,  it  should  be  removed 
either  by  making  it  traverse  the  oesophagus  and 
enter  the  stomach  or  by  withdrawing  it  either 
through  the  mouth  or  through  an  opening  in  the 
neck.  It  must  be  remembered  that  the  care 
observed  in  the  manipulation  of  foreign  bodies 
must  increase  in  direct  proportion  to  the  length 
of  time  that  the  body  has  remained  in  stiu,  on 
account  of  the  inflammatory  softening  of  the 
oesophageal  wall  likely  to  result  from  its  presence 
and  the  consequent  risk  of  damage  to  the  oeso- 
phagus and  other  important  structures. 

Propulsion  of  the  foreign  body  into  the 
stomach. — Boluses  of  food  and  smooth  round 
bodies  should  be  pushed  down  into  the  stomach. 

Small  coins  may  also  be  similarly  treated  if 
attempts  to  hook  them  up  with  a coin-catcher 
fail.  This  is  done  by  introducing  a full-sized 
sponge  probang  (see  Fig.  26),  passing  it  well 
down  into  contact  with  the  foreign  body  and 
then  slowly  and  steadily  pushing  it  on  into  the 
stomach ; if  done  gently  and  steadily  this  does 
not  cause  much  pain.  The  most  troublesome 
time  is  when  the  foreign  body  is  being  pushed 
through  the  cardiac  orifice  of  the  stomach.  A 
preliminary  injection  of  morphine  or  a dose  of 
chloral  greatly  diminishes  this  pain  and  spasm. 

Although  extremely  useful  for  the  cases  we 
have  just  mentioned,  the  method  should  never 
be  employed  for  bodies  which  markedly  distend 
the  oesophagus,  such  as  large  coins  or  objects  which  have  sharp  angles  or 
hooks,  as  severe  laceration  of  the  oesophageal  wall  is  sure  to  result  and 


Fig.  25.  — Gisophageal 
Sounds.  The  stem  is  made  of 
whalebone  and  is  flexible.  The 
bulbous  ends  are  made  of  alu- 
minium and  are  made  to  screw  on 
and  off  the  stem  so  that  one  size 
is  easily  substituted  for  another. 
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probably  a foreign  body  previously  impacted  in  some  accessible  region 
becomes  fixed  in  the  oesophagus  low  down  and  out  of  reach  of  opera- 
tive interference. 

Extraction  through  the  mouth. — When  the  foreign  body  is  a very  small 
object,  such  as  a fish-bone,  a needle,  a tin-tack,  or  a small  portion  of  bone, 
this  method  is  not  suitable,  and  attempts  must  be  made  to  extract  it 


Fig.  26. — Coin-Catcher  and  Probang  Combined.  The  lower  portion  is  the  sponge- 
probang,  the  upper  the  coin-catcher.  See  also  Fig.  28. 


through  the  mouth.  When  high  up  in  the  oesophagus  or  partly  in  the 
oesophagus  and  partly  in  the  pharnyx,  attempts  may  be  made,  often  suc- 
cessfully, to  remove  the  body  with  suitable  forceps  (see  Fig.  19).  In  the 
case  of  bodies  impacted  as  low  as  this  it  is  essential  to  employ  the  laryngo- 
scope, as  at  this  distance  down  a small  foreign  body  cannot  be  detected 
or  localised  by  the  sense  of  touch  alone. 

For  small  smooth  bodies  it  is  well  to  give  an  emetic  such  as  a 
subcutaneous  injection  of  apomorphine  hydrochloride  (gr.  when  the 
foreign  body  may  be  expelled,  but  this  method  should  not  be  employed 
unless  the  body  be  quite  small  and  free  of  projections  which  might 
prevent  its  dislodgment.  The  same  remark  applies  to  the  inversion  of 
young  children. 

When  the  foreign  body  is  a pointed  object,  such  as  a fish-bone,  a 
tin-tack,  pin,  or  needle,  the  umbrella  or  sweep’s-brush  probang  of  Fergusson 
(see  Fig.  27)  is  most  useful.  The  closed  instrument  is  passed  beyond  the 
supposed  situation  of  the  foreign  body  in  the  same  manner  as  the  ordinary 


Fig.  27. — Expanding  or  “Umbrella”  Probang.  At  the  tip  is  a piece  of  sponge. 
The  horsehair  “ brush  " is  made  to  expand  (see  dotted  line),  by  pulling  upon  the  whale- 
bone end. 


probang.  In  the  majority  of  cases  it  is  well  to  pass  it  practically  to  its  full 
length,  so  that  its  lower  end  reaches  almost  to  the  cardiac  orifice  of  the 
stomach.  By  traction  upon  the  whalebone  end,  the  sweep’s  brush  is  then 
made  to  project  and  the  instrument  thus  expanded  is  slowly  withdrawn. 
The  bristles  catch  and  dislodge  the  foreign  body  which  becomes  entangled  in 
them  and  is  withdrawn  through  the  mouth.  An  essential  point  in  all  these 
cases  is  to  be  extremely  gentle. 

Removal  of  coins. — Coins  invariably  lodge  edgewise  in  the  oesophagus 
(see  Fig.  28)  and  can  therefore  frequently  be  caught  and  removed  by  the 
ingenious  instrument  known  as  the  coin-catcher  (see  Fig.  26).  The  instru- 
ment,'properly  lubricated,  is  gently  passed  along  the  oesophagus  until  its 
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metal  end  strikes  the  coin ; this  always  conveys  an  unmistakable  sensation 
to  the  operator’s  hand.  Then  the  metal  head  of  the  coin-catcher  is  insinu- 
ated past  the  coin  with  the  greatest  gentleness,  taking  care  not  to  use  any 
force  that  might  dislodge  the  latter,  and,  when  well  past  the  coin,  the 
instrument  is  drawn  up ; the  coin  catches  in  the  head  of  the  instrument 
(see  Fig.  28),  and  can  be  slowly  and  steadily  brought  up  through  the 
pharnyx  into  the  back  of  the  mouth  when  it  may  either  be  withdrawn 
still  in  the  instrument  or  the  patient 
suddenly  retches  and  ejects  the  coin. 

There  is  little  fear  of  the  coin  slipping 
-out  of  the  instrument  if  it  be  withdrawn 
quite  slowly,  as  the  oesophageal  walls 
grasp  it  steadily  and  keep  it  in  position. 

Extraction  through  an  external  in- 
cision.— The  most  difficult  cases  are 
where  large  jagged,  irregular  bodies, 
such  as  a tooth-plate,  are  impacted  in 
the  oesophagus,  especially  low  down. 

Any  attempt  either  to  push  the  body 
into  the  stomach  or  to  remove  it  through 
the  mouth  is  likely  to  fail  because  of 
the  projections ; not  only  so,  but  severe 
laceration  of  the  cesophageal  walls  may 
-occur  during  the  proceeding.  Hence  a 
third  method  of  treatment,  namely,  ex- 
traction of  the  foreign  body  through 
an  external  opening,  here  comes  into 
consideration.  An  incision  is  usually 
made  in  the  neck  so  as  to  reach  the 
upper  part  of  the  oesophagus,  and  the 
foreign  body  is  drawn  up  through  it. 

When  however  the  impaction  occurs  low 
down,  it  is  best  to  open  the  stomach 
and  get  the  foreign  body  down  into  it 
and  so  extract  it ; in  some  rarer  cases 
it  has  been  proposed  to  open  the 

oesophagus  in  its  course  through  the  thorax  and  extract  the  body 
direct  incision  over  it. 

Cervical  oesophagotomy. — Whenever  the  foreign  body  is  situated  above 
the  level  of  the  clavicle,  its  extraction  by  oesophagotomy  is  comparatively 
easy.  The  first  point  is  of  course  to  localise  the  body  exactly,  which  is  done 
either  by  a skiagram,  if  the  body  be  opaque  to  the  X-rays,  or  else  by  careful 
exploration  with  an  oesophageal  sound  (see  p.  loi).  The  oesophagus  is 
then  exposed  through  an  incision  along  the  anterior  border  of  the  left 
sterno-mastoid,  running  from  the  thyroid  cartilage  to  the  sternal  notch.  The 


Fig.  28. — Removal  of  a Coin  from  the 
oesophagus.  The  figure  shows  how  the  coin, 
lodging  vertically  in  the  oesophagus,  is  caught  in 
the  coin-catcher  and  brought  up,  still  embraced 
firmly  by  the  oesophageal  walls. 


by 
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platysma  and  deep  fascia  are  incised  along  the  anterior  edge  of  the  muscle^ 
the  sheath  of  the  vessels  is  exposed  and  the  omo-hyoid  defined.  The  fascia 
along  the  lower  border  of  this  muscle  is  then  divided  and  the  latter  is  pulled 
upwards,  the  sterno-hyoid  and  sterno-thyroid  are  pulled  inwards  after  the 
fascia  over  their  outer  margin  has  been  divided,  whilst  the  sterno-mastoid 
is  pulled  forcibly  backwards.  This  leaves  the  carotid  vessels  exposed  in  the 
centre  of  the  wound,  with  the  trachea  on  their  inner  side  and  the  oesophagus- 
behind  it.  The  carotid  sheath  is  displaced  outwards,  and  kept  out  of  the 
way  with  a retractor,  and  the  larynx,  together  with  the  left  lobe  of  the 
thyroid,  is  freed  sufficiently  and  pulled  inwards.  In  some  cases  it  may  be 
necessary,  if  the  thyroid  body  be  large,  to  ligature  and  divide  the  inferior 
thyroid  vessels  before  sufficiently  free  access  can  be  obtained  to  the 
cesophagus,  which  is  now  fully  exposed  in  the  wound.  The  oesophageal 
wall  is  carefully  examined  to  see  the  position  of  the  recurrent  laryngeal  nerve, 
which  may  not  be  seen  at  all,  but  if  visible  should  be  carefully  hooked  out 
of  the  way — generally  forwards  into  the  angle  between  the  trachea  and  the 
oesophagus.  The  foreign  body,  if  high  up,  should  now  be  easily  palpable 
through  the  oesophageal  wall,  and  a sufficiently  free  vertical  incision  should 
be  made  directly  over  it  through  the  latter  to  allow  of  its  removal.  A 
smooth  rounded  body  does  not  need  a large  opening,  which  should  be 
made  in  all  cases  as  high  up  in  the  wound  as  possible ; but  an  irregular 
body,  such  as  a tooth-plate,  requires  an  incision  which  is  equal  in  length 
to  its  long  axis.  If  the  foreign  body  be  not  felt  easily,  an  olive-headed 
sound  should  be  passed  down  the  oesophagus  to  the  distance  at  which  it 
has  been  previously  ascertained  that  the  body  lies  from  the  upper  incisor 
teeth,  and  the  cesophagus  opened  upon  this.  The  edges  of  the  incision 
are  now  caught  up  in  catch  forceps,  held  apart,  and  the  foreign  body 
carefully  extracted  by  suitable  forceps,  any  projecting  arms  or  hooks' 
being  unhitched  from  the  mucous  membrane,  or  if  necessary  cut  off  by 
cutting  pliers  and  removed  separately.  The  greatest  importance  is  attached 
to  this  point,  as  it  is  far  better  to  cut  up  a body  into  small  pieces  and 
remove  it  in  fragments  than  to  cause  any  laceration  by  tugging  at  it  during 
removal. 

The  incision  into  the  oesophageal  wall  should  now  be  sutured  with 
catgut,  the  stitches  being  inserted  much  in  the  same  fashion  as  Lembert’s 
intestinal  sutures,  so  as  to  bring  together  the  muscular  coat  and  invert  the 
mucous  membrane.  The  wound  is  flushed  out  thoroughly  to  remove  any 
secretions  that  may  have  escaped  through  the  opening  in  the  oesophagus, 
but  free  drainage  should  also  be  provided,  as  leakage  is  apt  to  occur  through 
the  oesophageal  wound.  Indeed  in  most  cases,  particularly  when  the  foreign 
body  has  been  in  position  for  some  time,  the  best  plan  is  to  sponge  the 
entire  wound  out  with  chloride  of  zinc  (40  grs.  to  the  oz.)  and  to  leave  the 
incision  open  and  stuff  it  lightly  with  iodoformed  gauze.  This  is  particularly 
valuable  when  the  wound  is  low  down  in  the  neck  ; when  it  is  higher  up,  it 
may  be  sufficient  to  insert  a large  drainage  tube  leading  directly  up  to  the 
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neighbourhood  of  the  incision  in  the  oesophagus  and  to  close  the  rest  of  the 
wound  by  sutures,  after  swabbing  it  out  with  chloride  of  zinc. 

The  patient  should  be  put  back  to  bed  with  the  head  fixed  between 
sandbags,  and  rectal  feeding  should  be  employed  for  the  first  three  or  four 
days.  Small  quantities  of  boracic  lotion  should  however  be  swallowed  four 
or  five  times  a day  in  order  to  keep  the  mucus  from  accumulating  about  the 
line  of  incision,  and  it  is  well  to  administer  a little  salol  in  the  same  manner; 
this  will  probably  become  mixed  with  the  mucus  and  retard  decomposition. 
Should  perforation  occur  from  the  stitches  failing  to  hold— as  will  be  shown 
by  saliva  finding  its  way  through  the  drainage  tube — the  best  plan  is  to 
make  the  patient  gargle  with  and  swallow  boracic  lotion  in  small  quantities  ; 
feeding  should  be  practised  through  a stomach  tube,  in  order  to  avoid  food 
passing  through  the  fistula.  After  each  feed  a small  quantity,  say  half  an 
ounce,  of  boracic  lotion  should  be  run  through  the  tube  so  as  to  avoid  the 
last  drops  of  food  being  drawn  out  into  the  oesophagus  as  the  tube  is  with- 
drawn. Healing  by  granulation  occurs  readily  enough  even  when  primary 
union  in  the  oesophagus  fails,  and  no  permanent  fistula  is  likely  to  result. 

When  the  foreign  body  is  impacted  below  the  level  of  the  clavicle  the 
case  is  much  more  serious ; death  will  then  usually  result  before  long,  either 
from  ulceration  into  the  large  vessels,  which  usually  occurs  within  the  first 
fortnight,  or  from  ulceration  into  the  mediastinum  and  fatal  mediastinitis. 
Hence  every  effort  must  be  made  to  remove  the  body,  and  the  attempts 
should  not  be  abandoned  until  it  is  found  that  the  case  is  hopeless ; even 
if  the  first  attempt  fails,  important  information  may  be  gained  as  to  the 
value  of  other  instruments  or  other  methods,  and  the  wound  may  be  re- 
opened and  a successful  attempt  may  be  made  later. 

When  the  foreign  body  is  impacted  near  the  upper  part  of  the  thorax,  a 
careful  attempt  may  be  made  to  extract  it  with  forceps  from  an  oesophagotomy 
wound  in  which  the  opening  is  placed  as  low  down  in  the  oesophagus  as  is 
practicable  from  the  neck.  The  operation  is  done  in  a precisely  similar 
manner  to  that  already  described,  the  opening  in  the  gullet  however  being 
made  lower  down. 

Gastrotomy. — When  the  foreign  body  is  impacted  quite  close  to  the 
cardiac  end  of  the  oesophagus  it  may  be  fairly  easy  to  remove  it  by  performing 
laparotomy  and  making  an  incision  into  the  anterior  wall  of  the  stomach 
that  will  admit  the  hand,  which  then  dilates  the  cardiac  orifice  and  extracts 
the  foreign  body  either  directly  with  the  fingers  or  with  suitable  instru- 
ments passed  up  through  the  lower  end.  The  steps  of  the  operation  of 
gastrotomy  are  described  elsewhere  (see  Chap.  XI 1 1.). 

Mediastinal  cesophagotomy . — The  most  important  and  difficult  cases  are 
those  in  which  the  foreign  body  is  impacted  sufficiently  low  down  in  the 
thoracic  portion  of  the  oesophagus  to  prevent  access  being  got  from  an 
oesophagotomy  in  the  neck  or  from  an  opening  in  the  stomach.  It  should  be 
said  at  once  however  that  the  lower  part  of  the  oesophagus,  immediately  in 
front  of  the  aorta,  is  inaccessible  to  the  surgeon,  and  this  structure  can  only 
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be  reached  in  the  upper  part  of  the  thorax.  The  best  operation  for  exposing 
the  thoracic  portion  of  the  oesophagus  is  that  suggested  by  Dr.  J.  D.  Bryant^ 
for  gaining  access  to  the  mediastinum  either  for  exposing  the  oesophagus, 
removing  foreign  bodies  from  the  bronchi,  evacuating  pus,  or  removing 
mediastinal  tumours.  His  method  is  to  turn  back  a flap  towards  the 
middle  line  and  resect  portions  of  three  ribs  without  damaging  the  parietal 
pleura,  which  is  pushed  aside  with  the  finger.  The  foreign  body  may  then 
be  felt  and  an  incision  for  its  extraction  made  over  it ; if  it  cannot  be  felt, 
the  oesophagus  may  be  opened  on  a bougie  and  the  body  reached  by  forceps 
or  the  finger. 

The  weak  point  of  the  operation  is  the  risk  of  fatal  mediastinal  suppura- 
tion. It  is  almost  impossible  to  suture  the  oesophagus  accurately,  and  in 
addition  the  wound  often  becomes  contaminated  when  opening  it ; at  the 
same  time  however  it  must  never  be  forgotten  that  a foreign  body  impacted 
in  this  situation  will  ultimately  cause  a fatal  result,  and  it  is  almost  imperative 
to  give  the  patient  the  chance  that  this  operation  offers. 

INFLAMMATORY  AFFECTIONS  OF  THE  (ESOPHAGUS. 

^Ye  distinguish  between  an  oesophagitis  and  a peri-oesophagitis  aocording 
as  the  inflammation  is  actually  in  the  oesophageal  walls  or  in  the  tissues 
around. 

ACUTE  (ESOPHAGITIS.— This  is  very  rare  except  as  a complication 
of  injury,  such  as  may  be  produced  by  foreign  bodies,  swallowing  caustics,  etc. 
The  oesophagus  may  however  become  acutely  inflamed  in  septic  conditions 
of  the  mouth,  such  as  thrush,  diphtheria,  and  the  like,  but  the  condition  is  one 
of  great  rarity. 

CHRONIC  (ESOPHAGITIS.  — This  again  is  a rare  disease ; it  may 
follow  upon  the  acute  form  of  inflammation  and  is  common  in  the  portion 
of  the  oesophagus  above  a stricture  and  may  considerably  increase  the 
dysphagia  and  the  pain. 

PERI-(ESOPHAGITIS  or  inflammation  of  the  cellular  tissues  around 
the  gullet  may  occur  either  from  perforations  of  the  oesophageal  wall  or  may 
spread  from  inflammatory  foci  in  the  neighbouring  tissues  such  as  the  glands 
or  tuberculous  spinal  disease. 

Treatment. — This  will  consist  in  relieving  the  pain,  incising  any  large 
inflammatory  swelling  or  evacuating  any  abscess  that  has  formed.  Trache- 
otomy may  be  required  in  bad  cases. 

(ESOPHAGEAL  SYPHILIS  AND  TUBERCULOSIS. 

TUBERCULOSIS  . — This  is  a very  rare  affection  in  the  oesophagus,  and 
very  few  cases  are  on  record.  The  condition  gives  rise  to  very  indefinite 

1 See  Operative  Surgery,  by  Joseph  D.  Bryant,  M.D.,  vol.  ii.,  p.  1046,  Kimpton,  London, 
1901,  to  which  the  reader  is  referred  for  full  details  of  the  technique. 
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■symptoms,  dysphagia  being  the  most  marked ; as  a rule  the  cases  are  mistaken 
for  cancer.  Little  or  nothing  can  be  done  in  the  way  of  treatment. 

SYPHILIS  . — This  is  also  a very  rare  condition,  but  tertiary  ulceration 
■of  the  mucous  membrane  or  gummata  in  the  oesophageal  wall  may  be  met 
with.  Here  again  the  chief  symptom  is  dysphagia  and  the  diagnosis  is 
•extremely  difficult,  and  is  practically  only  made  because  of  a previous 
history  of  syphilis  and  by  finding  that  improvement  occurs  under  anti- 
syphilitic treatment  and  that  there  is  no  characteristic  sign  of  cancer.  It 
must  however  be  remembered  that  in  the  majority  of  cases  the  patient  is 
•old  and  worn  out  and  the  syphilitic  affection  may  be  the  forerunner  of  a 
cancerous  one. 

The  treatment  should  be  the  general  treatment  of  syphilis  combined  with 
the  routine  passage  of  bougies  (see  p.  109)  to  avoid  any  constriction. 


NON-MALIGNANT  STRICTURE  OF  THE  CESOPHAGUS. 

Causes  of  dysphagia. — Under  this  ‘heading  we  include  most  of 
the  conditions  included  under  the  term  “ dysphagia  ” or  difficulty  in 
swallowing,  with  the  important  exception  of  cancer  of  the  oesophagus.  This 
difficulty  in  swallowing  may  be  due  to  causes  external  to  the  gullet,  such  as 
pressure  from  new  growths  in  the  mediastinum  or  the  neck,  from  tumours 
-originating  in  the  vertebrae  or  from  pressure  of  an  aneurysm  of  the  large 
vessels.  It  may  also  be  caused  by  changes  in  the  oesophageal  walls,  the 
result  of  inflammatory  conditions  or  new  growths,  or  it  may  follow  blocking 
■of  the  tube  by  foreign  bodies  in  the  interior.  These  latter  have  already 
been  dealt  with  (see  p.  99).  Finally,  it  may  be  a purely  nervous  affection, 
■due  either  to  paralysis,  or,  much  more  frequently,  to  spasm  of  the  oesophageal 
muscle. 

All  these  causes  must  be  remembered  by  the  surgeon  who  investigates 
the  causes  of  difficulty  in  swallowing.  The  most  important  of  all  to  bear 
in  mind  is  the  possibility  of  the  affection  being  due  to  the  pressure  of  a 
thoracic  aneurysm  and  therefore  in  every  case  the  surgeon  must  examine 
the  chest  and  satisfy  himself  that  no  aneurysm  is  present  before  any  attempt 
at  treatment  or  diagnosis  by  passing  a bougie  is  undertaken.  A neglect  of 
this  precaution  has  led  to  the  most  lamentable  accidents,  as  a bougie 
passed  down  the  oesophagus,  even  with  great  gentleness,  may  readily  find 
its  way  into  the  sac  of  an  aneurysm  which  has  so  thinned  and  softened  the 
■oesophageal  wall  by  pressure  that  the  slightest  touch  will  perforate  it. 

SIMPLE  CICATRICIAL  STRICTURE.— This  is  usually  the  result 
•of  some  antecedent  ulceration  of  the  mucous  membrane  such  as  that 
produced  by  caustics,  by  the  impaction  and  long-continued  sojourn  of 
foreign  bodies  in  the  oesophagus,  by  syphilitic  and  tuberculous  disease,  etc. 
The  most  common  cause  is  the  ulceration  due  to  swallowing  a caustic  fluid, 
and  here,  as  we  have  already  remarked  (see  p.  98),  the  ulceration  occurs 
irregularly  over  the  mucous  membrane,  is  most  marked  at  its  upper  and 
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lower  ends  and  varies  considerably  in  depth  and  extent.  This  leaves  an 
irregular  fibrous  stricture  in  which  considerable  tracts  of  healthy  mucous 
membrane  are  divided  from  one  another  by  cicatricial  bands.  The  obstruc- 
tion to  the  passage  of  food  commences  early,  is  very  marked  and  increases 
very  rapidly.  The  irregularity  in  the  distribution  of  the  cicatricial  tissue  also- 
tends  to  make  the  treatment  of  the  affection  by  the  passage  of  bougies  a 
matter  of  extreme  difficulty. 

Localisation  of  the  stricture. — Before  commencing  treatment 

an  exact  diagnosis  should  be  made  and  the  limits  and  precise  extent 
of  the  obstruction  should  be  ascertained.  In  the  first  place  the  chest 
should  be  carefully  examined  to  make  sure  that  the  affection  is  not 
due  to  the  presence  of  an  aneurysm  or  a mediastinal  tumour.  The 
oesophagus  is  then  explored  by  a suitable  sound.  The  best  form  for  this- 
purpose  is  the  olive-headed  sound  (see  Fig.  25),  which  consists  of  a metal 
bulb  attached  to  a fine  flexible  whalebone  shaft.  The  metal  bulbs  are  of 
different  sizes  and  are  made  to  screw  on  and  off.  In  the  first  place  a 
full-sized  bulb  (No.  24)  should  be  used  in  order  to  detect  whether  there  be 
a stricture  or  not  and  also  the  exact  distance  from  the  teeth  at  which  it 
commences.  This  is  important  because  a small  instrument  may  pass 
through  a comparatively  insignificant  stricture  and  may  not  be  arrested  until 
it  reaches  one  of  smaller  calibre  much  lower  down.  When  the  first  sound 
is  arrested,  the  measurement  to  the  upper  incisor  teeth  should  be  taken  and 
a smaller  bulb  substituted.  Should  this  fail  to  pass  the  obstruction,  a 
smaller  size  still  should  be  employed,  until  one  is  found  that  passes  right 
down  through  the  stricture  into  the  stomach.  When  this  has  happened,  the 
sound  is  slowly  and  cautiously  withdrawn,  when  the  upper  edge  of  the 
metal  bulb  will  catch  against  the  lower  edge  of  the  stricture,  and  then  the 
distance  of  this  point  from  the  upper  incisor  teeth  can  be  ascertained.  By 
these  means  the  situation  of  both  the  upper  and  lower  extremities  of  the 
stricture  from  the  teeth  and  consequently  the  length  of  the  obstruction  can 
be  learned.  It  is  usual  to  have  the  shaft  of  the  bougie  graduated  so  as  to 
get  an  exact  measurement.  This  is  the  only  method  of  any  value  for  the- 
diagnosis  of  the  situation  of  the  stricture;  auscultation  practised  during 
deglutition  in  order  to  detect  the  point  at  which  the  fluid  impinges  against 
the  stricture  can  never  replace  direct  examination  by  the  sound. 

Treatment. — In  all  cases  of  cicatricial  stricture  of  the  oesophagus  this- 
must  be  divided  into  medical  and  surgical  treatment. 

(a)  Medical. — The  medical  treatment  resolves  itself  into  taking  means 
to  provide  for  the  nutrition  of  the  patient  and  also,  by  the  administration  of 
sedatives,  to  allay  the  pain  and  spasm  in  swallowing  which  are  frequently 
present,  especially  when  there  is  ulceration  above  the  stricture ; the  difficulty 
in  swallowing  produced  by  the  mechanical  obstruction  is  much  increased  by 
spasm  of  the  muscular  coat.  The  diet  should  be  as  concentrated  and  as- 
nourishing  as  possible,  and  should  be  either  entirely  fluid  or  at  most  semi- 
solid and  free  from  masses  which  might  become  arrested  mechanically  and 
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cause  trouble.  If  there  be  any  difficulty  in  taking  sufficient  food  by  the 
mouth  to  support  the  strength,  rectal  feeding  should  be  resorted  to  as  well 
if  the  case  be  in  the  early  stage  and  the  difficulty  arises  more  from  the  spasm 
due  to  the  inflammatory  condition  than  from  the  actual  narrowing  of  the 
oesophagus.  If  however  the  latter  be  so  extreme  that  the  patient  runs  the 
risk  of  actual  starvation,  no  time  should  be  wasted  in  feeding  by  the  rectum, 
but  surgical  measures,  such  as  gastrostomy  or  oesophagostomy  (see  p.  1x2), 
should  be  adopted.  The  intense  thirst  from  which  many  of  these  patients 
suffer  in  the  more  acute  inflammatory  stage  should  be  met  by  large  rectal 
injections  of  normal  saline  solution.  The  best  sedatives  to  employ  are 
opium  and  belladonna  in  small  quantities,  which  may  be  given  mixed  with 
a little  glycerine,  so  as  to  make  a dose  small  in  quantity  and  sufficiently 
tenacious  to  cling  to  the  oesophagus  as  it  is  swallowed ; this  should  be  given 
a short  time  before  food. 

(b)  Surgrical. — This  has  two  main  objects.  In  the  first  place  it  aims 
at  dilating  the  stricture  and  • maintaining  this  dilatation.  This  is  the  object 
when  the  contraction,  although  marked,  is  sufficiently  slight  to  enable  bougies 
to  be  passed  and  when  the  patient  can  swallow  sufficient  food  to  maintain 
his  strength.  The  second  aim  of  the  surgical  treatment  is  quite  different ; 
in  the  late  stages,  when  the  patient  is  suffering  not  only  from  an  extremely 
tight  stricture  but  is  practically  starved  into  the  bargain,  it  may  be  necessary 
to  perform  a gastrostomy  to  save  his  life. 

Dilatation  of  the  stricture. — This  may  be  done  in  a variety  of  ways, 
but  as  a rule  the  best  results ' are  obtained  by  simple  dilatation  with 
graduated  bougies. 

Intermitteni  dilatation. — This  consists  in  passing  a bougie  of  suitable 
size  through  the  stricture,  retaining  it  in  position  for  a few  minutes  and 
then  attempting  to  pass  a larger  one  immediately  afterwards.  Then,  after 
allowing  an  interval  of  three  days  at  least  to  elapse,  so  as  . to  allay  the 
irritation  caused  by  the  instrumentation,  the  dilatation  is  further  proceeded 
with.  Unless  the  stricture  be  very  obstinate,  this  method  will  dilate 
it  in  the  course  of  time,  and  the  interval  between  the  passage  of  the 
bougies  may  be  steadily  increased.  The  use  of  the  bougies  can  however 
never  be  discontinued,  and  the  patient  must  either  pass  them  himself 
or  have  them  passed  for  him  at  intervals  for  the  rest  of  his  life. 

The  best  bougie  for  the  purpose  of  intermittent  dilatation  is  probably 
the  silk-web  form,  which  is  quite  safe  and  with  which  it  is  practically 
impossible  to  do  any  damage.  The  more  solid  forms  are  somewhat  more 
dangerous,  especially  when  there  is  any  ulceration.  It  is  important  at  the 
first  sitting  not  to  begin  with  too  small  an  instrument ; the  best  plan  is  to  try 
one  of  full  size  in  the  first  instance  (No.  24)  and  to  work  downwards  until 
a size  is  found  that  will  pass  the  stricture.  The  point  of  the  bougie  should 
be  softened  by  immersing  it  in  a jug  of  boiling  water  and  the  instrument 
should  then  be  lubricated  with  butter  or  glycerine ; the  former  is  the  better, 
as  some  patients  object  to  the  sweet  taste  of  the  glycerine.  The  patient 
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sit.s  facing  the  surgeon  upright  in  an  ordinary  chair  with  a high  back  or 
against  the  wall,  the  head  being  so  supported  that  it  cannot  be  drawn  back, 
or  else  firmly  held  by  an  assistant.  The  head  is  held  erect  so  that  the  hard 
palate  is  horizontal  and  the  mouth  is  widely  opened.  The  instrument  is- 
then  passed  well  back  into  the  pharynx  without  touching  the  dorsum  of  the 
tongue  and  pressed  firmly  against  the  posterior  pharyngeal  wall,  when  the 
softened  tip  bends  easily  and  the  instrument  finds  its  way  down  the  pharynx. 
If  preferred,  a slight  downward  bend  may  be  imparted  to  the  tip  of  the 
instrument  with  the  fingers  before  it  is  passed,  and  this  is  advisable,  at  any 
rate  in  the  case  of  the  larger  instruments,  to  avoid  undue  pressure  on  the 
posterior  pharyngeal  wall ; . with  the  smaller  sizes  it  is  unnecessary.  As  the 
bougie  passes  the  region  of  the  glottis  there  is  usually  considerable  spasm, 
the  patient  coughing  and  choking,  but  this  only  lasts  for  a few  seconds  and 
is  greatly  diminished  by  instructing  the  patient  to  bend  the  head  well 
forward  so  that  the  saliva  runs  out  of  the  mouth,  and  to  take  a few  deep 
inspirations ; this  rapidly  checks  the  spasm,  and  as  soon  as  the  point  of 
the  bougie  has  gone  well  beyond  the  laryngeal  aperture  the  spasm  passes 
off.  The  instrument  should  be  slowly  and  steadily  passed  down  the 
oesophagus  without  using  any  force,  as  spasm  is  very  easily  set  up  and 
greatly  embarrasses  the  proceeding.  Should  spasm  be  marked,  as  may  be 
the  case  in  women,  a few  deep  inspirations  will  check  it. 

When  the  stricture  is  reached,  most  careful  attempts  are  made  to 
insinuate  the  bougie  through  it,  much  in  the  same  way  as  for  a urethral 
stricture ; if  force  be  used,  the  point  of  the  instrument  may  either  pene- 
trate the  oesophageal  wall  or  may  curl  upon  itself  and  return  through  the 
mouth.  It  can  generally  be  ascertained  whether  the  bougie  has  found  its 
way  into  the  stricture  by  feeling  that  the  point  of  the  instrument  is  grasped, 
that  is  to  say  it  does  not  pull  out  readily.  When  this  is  the  case  and  the 
instrument  cannot  be  passed  on  through  the  stricture  without  using  undue 
force,  the  best  plan  is  to  leave  the  bougie  in  position  for  five  minutes,  the 
patient  in  the  meantime  bending  the  head  well  forwards  over  a basin  to 
allow  the  saliva  to  escape ; the  bougie  is  then  withdrawn.  No  serious 
attempt  should  be  made  to  pass  it  on  into  the  stomach,  if  it  be  grasped 
tightly,  because  it  is  quite  possible  that  there  may  be  several  strictures  along 
the  course  of  the  oesophagus,  and  an  instrument  grasped  tightly  by  the 
upper  one  will  pass  entirely  out  of  control  and  may  do  serious  damage  if 
pressure  be  exerted.  The  proper  plan  is  to  dilate  the  upper  stricture  first 
and  then  to  attack  those  lower  down. 

After  an  interval  of  two  or  three  days,  a further  attempt  should  be  made 
in  a similar  manner,  when  it  will  probably  be  found  that  the  bougie  will  pass 
either  entirely  through  the  stricture  or  considerably  further  down.  As  soon  as 
the  stricture  is  fairly  easily  passed,  it  is  well  to  substitute  the  black  conical 
bougies  for  the  softer  instruments,  so  that  a little  more  force  may  be  e.xerted 
and  the  stricture  may  be  more  rapidly  dilated.  Little  harm  can  be  done 
with  these  instruments  as  soon  as  a stricture  is  dilated  sufficiently  for  their 
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points  to  pass  through ; the  fine  bulbous  end  acts  as  a guide  for  the  rest  of 
the  dilating  bougie.  The  number  of  bougies  used  at  one  sitting  must  of 
course  vary  with  the  progress  made.  It  is  often  quite  sufficient 
to  pass  one  or  two  sizes  and  to  begin  the  next  sitting  with 
the  largest  number  employed  on  the  previous  occasion.  It 
is  certainly  not  advisable  to  push  the  dilatation  of  a stricture 
of  the  oesophagus  as  rapidly  as  may  be  quite  safely  done 
in  dealing  with  strictures  of  the  urethra. 

The  passage  of  bougies  at  these  frequent  intervals  should 
be  maintained  until  the  stricture  is  completely  dilated  and 
not  until  then  should  a longer  interval  elapse  between  the 
sittings.  As  soon  as  full  dilatation  has  been  reached,  an 
interval  of  a week  may  be  allowed  and,  if  the  patency  of 
the  canal  be  maintained  sufficiently  by  the  passage  of  a 
bougie  once  a week  for  two  or  three  months,  the  interval 
may  be  lengthened  to  a fortnight  and  after  another  two  or 
three  months,  if  matters  be  satisfactory,  the  passage  of  an 
instrument  once  a month  will  probably  be  sufficient  to  keep 
the  stricture  effectually  dilated.  In  no  case  however  must 
the  patient  go  for  longer  than  a month  at  a time  without 
having  an  instrument  passed,  and,  if  at  any  time  there  be 
signs  of  recurrence  of  the  contraction,  the  intervals  must 
be  made  shorter.  If  the  patient  complains  of  the  trouble 
and  expense  to  which  this  exposes  him,  it  should  be  pointed 
out  that,  while  the  maintenance  of  dilatation  in  a fully 
dilated  stricture  is  a comparatively  simple  and  painless  pro- 
cess, the  dilatation  of  a tight  one  is  quite  another  matter. 

Continuous  dilatation. — The  foregoing  method  of  inter- 
mittent dilatation  suffices  in  the  great  majority  of  cases,  but 
patients  are  occasionally  met  with  in  whom  the  contraction 
is  so  great  and  the  scar  tissue  so  dense  that  it  does  not 
yield  readily  to  the  intermittent  passage  of  bougies,  a con- 
dition similar  to  that  met  with  in  the  urethra.  For  strictures 
of  this  kind  some  form  of  continuous  dilatation,  such  as  that 
employed  for  the  urethra,  may  be  tried.  A long  oesophageal 
tube  (see  Fig.  29)  large  enough  to  completely  fill  the  stric- 
ture is  passed  into  the  stomach  and  left  in  position,  the  end 
emerging  from  the  mouth  and  being  fastened  to  the  cheek 
with  strapping  or  round  the  ear  with  silk.  The  patient  is 
confined  to  bed  and  the  head  should  be  turned  over  to  one 
side  so  as  to  allow  the  saliva  which  collects  above  the  stricture 
to  escape  freely,  deeding  is  carried  out  by  means  of  the  tube,  through  which 
carefully  filtered  milk  and  beef-tea  are  introduced  into  the  stomach  as 
required.  This  tube  is  left  in  position  for  24  to  48  hours,  when  it  will  be 
found  that,  whereas  at  first  it  was  tightly  grasped  by  the  stricture,  it  has  now 
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become  considerably  loosened  and,  when  withdrawn,  a tube  two  or  three 
sizes  larger  may  be  passed  with  comparative  ease,  tied  in  and  left  as  before,  a 
larger  one  being  then  substituted  for  it  in  turn,  and  so  on  until  full  dilatation 
is  reached.  The  great  trouble  is  to  persuade  the  patient  to  submit  to  the 
treatment  as  it  is  of  course  most  irksome.  The  annoyance  may  to  a very  great 
extent  be  mitigated  by  substituting  a Symonds’  short  tube  (see  Fig.  30)  for  the 
long  one  as  soon  as  a moderate  degree  of  dilatation,  such  as  may  be  reached 
within  about  a week,  has  been  accomplished.  This  allows  the  patient  to 
swallow  saliva  and  food  and  to  taste  the  latter  and,  with  a little  practice,  it 
can  be  passed  easily,  especially  when  some  preliminary  dilatation  with  the 
longer  tubes  has  been  practised.  It  is  however  only  really  suitable  for  cases 
in  which  the  stricture  is  situated  well  below  the  cricoid  cartilage,  as  otherwise 
the  funnel-shaped  end  presses  upon  the  region  of  the  larynx  and  causes  very 
considerable  laryngeal  irritation.  These  tubes  will  be  dealt  with  again 
in  connection  with  cancer  of  the  oesophagus  (see  p.  1 1 8). 

Operative  procedures. — When  these  methods  fail,  recourse  must  be  had 
to  operative  measures.  Attempts  have  been  made  to  divide  these  strictures 
by  an  internal  operation  (internal  oesophagotomy)  very  similar  to  an  internal 
urethrotomy,  while  external  operations  (external  oesophagostomy),  similar  to  the 
external  urethrotomies,  have  also  been  attempted  when  the  stricture  is  high  up. 
In  addition  to  these,  forcible  dilatation  by  instruments  and  attempts  to  saw 
through  the  stricture  with  a silk  thread  have  been  recommended. 

Most  of  these  operations  involve  an  opening  into  the  oesophagus  in 
the  lower  part  of  the  neck  in  order  to  enable  the  operator  to  get  more 
closely  in  touch  with  the  stricture  and  to  see  what  is  being  done.  This 
is  of  course  a somewhat  serious  operation,  but  a tight  cicatricial  stricture 
of  the  oesophagus  not  only  leads  to  intense  discomfort  but  will  inevitably 
cause  the  patient’s  death  by  starvation  unless  something  be  done ; while 
on  the  other  hand  the  only  alternative  to  death  by  starvation  is  the 
formation  of  an  artificial  opening  in  the  stomach  through  which  the 
patient  must  feed  himself  for  the  rest  of  his  life — a sufficiently  gloomy 
prospect.  Naturally,  therefore,  the  restoration  of  the  natural  food  passage 
is  a matter  of  such  importance  to  the  patient’s  life  and  comfort  that  it  is 
justifiable  to  run  considerable  risks  in  order  to  accomplish  it. 

Perhaps  the  simplest  plan  on  the  whole  is  to  make  a fairly  free  opening 
into  the  oesophagus  so  that  the  stricture  can  be  actually  inspected  and 
the  surgeon  can  see  exactly  what  he  is  doing.  The  opening  will  generally 
be  made  low  down  on  the  left  side  of  the  neck  by  the  operation  which 
has  been  already  described  (see  p.  103).  The  opening  may  be  either 
above  or  below  the  stricture  or  may  be  actually  somewhere  in  the 
centre  of  it,  according  to  the  situation  and  distribution  of  the  cicatricial 
tissue.  If  it  be  well  above,  the  oesophageal  wall  can  be  well  defined  by  a 
full-sized  bougie  passed  through  the  mouth  down  to  the  upper  edge  of  the 
stricture.  If  on  the  other  hand  it  be  below  it,  there  will  be  less  ease  in 
defining  the  cesophageal  wall,  but  a careful  dissection  will  make  it  evident. 
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If  ihe  cesophagus  be  opened  at  or  belozv  the  chief  seat  of  stricture,  the 
treatment  will  be  fairly  easy.  Suitable  probes,  directors  or  bougies  may 
be  gradually  insinuated  through  the  stricture  upwards  into  the  pharynx 
and,  as  the  surgeon  will  have  most  of  the  important  structures  in  the  neck 
exposed  in  the  wound,  he  will  be  easily  able  to  avoid  doing  damage  to 
them.  Any  fibrous  bands  may  be  nicked  sufficiently  with  a urethrotome 
•or  suitably  guarded  knife  to  enable  a good-sized  tube  to  be  passed  down 
through  the  stricture  from  the  mouth  to  the  stomach. 

When  hozvever  the  opening  is  above  the  stricture  there  is  often  trouble. 
Should  the  contraction  be  chiefly  about  the  bifurcation  of  the  trachea, 
it  may  be  possible,  by  holding  the  edges  of  the  wound  widely  apart  and 
using  a powerful  reflector,  to  actually  see  the  upper  part  of  the  stricture, 
and  through  it  a bougie  may  be  insinuated  and  passed  on  into  the 
stomach.  If  this  can  be  done,  the  other  end  of  the  bougie  is  passed 
upwards  if  possible  and  made  to  emerge  through  the  mouth,  and  the 
instrument  is  then  tied  in  position  in  order  to  enable  the  process  of  con- 
tinuous dilatation  to  be  carried  out.  Any  attempt  to  divide  or  to 
forcibly  dilate  a stricture  situated  far  down  in  this  situation  would  be 
accompanied  by  such  serious  risks  of  septic  infection  in  the  mediastinum 
that  such  a procedure  is  not  at  all  to  be  recommended.  In  attempt- 
ing to  pass  the  bougie  through  the  stricture  any  bands  or  constrictions 
that  are  actually  seen  or  felt  may  be  nicked  with  a suitably  guarded 
knife. 

The  great  danger  of  oesophagotomy  is  the  establishment  of  a septic 
wound  in  the  neck  with  its  accompanying  risks  of  acute  suppuration  in 
the  planes  of  cellular  tissue  in  the  neck ; the  danger  of  a permanent 
fistula  is  not  great.  Every  care  must  therefore  be  taken  to  avoid  infection, 
and  it  is  well,  after  having  exposed  the  oeophagus  and  before  actually 
opening  it,  to  sponge  out  the  wound  with  a solution  of  chloride  of  zinc 
(40  grs.  to  the  oz.),  and  this  should  be  repeated  after  the  manipulations 
in  connection  with  the  stricture  have  been  performed ; it  is  well  in 
addition  to  cover  as  much  of  the  raw  surface  as  possible  with  a piece 
of  gauze  during  the  further  proceedings  so  as  to  avoid  rubbing  saliva 
and  mucus  into  the  cellular  tissue.  The  edges  of  the  oesophageal  wound 
should  be  held  apart  and  brought  well  up  into  the  wound  with  sharp 
hooks  on  either  side  or  by  passing  stitches  through  the  cut  edges.  It  is 
well  after  the  operation  not  to  close  the  wound  in  the  cesophagus  or  in 
the  neck  as  is  usually  done  after  the  removal  of  foreign  bodies.  In  the 
cases  with  which  we  are  now  dealing  it  may  be  found  impossible  at  the 
time  of  the  operation  to  do  more  than  pass  a bougie  through  the  stricture 
from  the  wound  in  the  neck,  through  which,  therefore,  the  end  of  the 
bougie  will  emerge ; the  wound  in  the  neck  must  consequently  be  left 
open,  and  the  case  becomes  an  cesophagostomy.  Indeed,  it  is  well  to 
leave  the  wound  open,  even  though  a bougie  be  passed  right  through 
the  stricture  from  the  mouth  to  the  stomach,  as  it  may  be  impossible 
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to  pass  a larger  size  at  a subsequent  sitting  without  some  guidance- 

through  the  oesophageal  opening.  The  wound  in  the  neck  should  there- 
fore be  powdered  with  iodoform  and  lightly  packed  with  iodoformed 
gauze,  renewing  the  packing  at  frequent  intervals  so  as  to  keep  the  wound 
widely  open.  As  soon  as  a bougie  can  be  passed  through  from  the 

mouth  and  it  is  evident  that  dilatation  by  this  means  will  suffice,  the 

opening  in  the  oesophagus  may  be  allowed  to  close.  This  is  best  done 
by  allowing  it  to  close  spontaneously ; there  is  no  need  to  stitch  up- 
the  wound. 

The  after-treatment  will  be  the  same  as  for  continuous  dilatation  and 
there  will  be  no  trouble  about  the  feeding  if  a tube  and  not  a bougie 
be  passed  through  the  stricture ; through  this  the  patient  can  be  fed. 
Should  it  be  impossible  to  get  a tube  through  the  stricture  of  sufficient 
size  to  feed  the  patient,  rectal  feeding  may  be  had  recourse  to  for  four 
or  five  days  (see  footnote,  p.  98). 

The  more  extensive  operations  advocated  by  some  are  very  dangerous,, 
and  we  shall  not  therefore  describe  them,  as  in  our  opinion  they  cannot 
compare  with  continuous  dilatation.  When  once  a bougie  has  been  passed 
through  the  stricture  into  the  stomach  and  tied  in  position  for  two  or 

three  days  it  should  be  possible  to  pass  another  and  larger  one  in  its 
place,  and,  if  there  be  difficulty  in  doing  this  from  the  mouth,  the  wound 
in  the  neck  may  be  opened  up  again  for  the  purpose. 

Gastrotomy. — When  there  is  a7i  impassable  stricttire  at  the  cardiac  end,. 
no  particular  advantage  is  gained  by  oesophagotomy.  The  stricture  is 
much  too  far  away  from  the  opening  into  the  oesophagus  to  allow  of  easy 
manipulation  through  the  latter,  and  is  more  easily  reached  and  dilated, 
through  an  opening  in  the  stomach.  Large  tubes  may  then  be  passed 
through  the  stricture  from  the  cardiac  end  upwards  into  the  pharynx  and 
made  to  emerge  through  the  mouth,  when  they  are  tied  in  as  before.  This 
procedure  is  of  course  accompanied  by  very  considerable  risk  not  only  of 
shock  but  of  possible  sepsis,  as  the  stomach  requires  to  be  freely  opened 
and  the  manipulations  necessary  are  often  prolonged  and  extensive ; still, 
there  is  no  doubt  that  the  severity  of  the  disease  is  such  as  to  make  it 
worth  while  in  suitable  cases.  Apart  from  the  risks  of  shock  and  sepsis,  the 
result  in  well-chosen  cases  is  likely  to  be  distinctly  good,  as  the  stricture  is 
directly  under  the  finger  and  the  manipulations  are  therefore  proportionately 
easier,  so  that  it  may  be  possible  to  get  a much  larger  tube  through  than. 
would  be  the  case  elsewhere.  This  dilatation  may  be  aided  by  dividing  with, 
a suitable  probe-pointed  knife  any  obstructing  bands  or  folds  that  may  be 
felt  by  the  finger  through  the  cardiac  end.  The  opening  into  the  stomach, 
must  be  free  and  should  be  on  the  anterior  surface  midway  between  the 
two  curvatures  and  as  near  the  cardiac  end  as  possible ; before  this  opening, 
is  made,  the  stomach  should  be  drawn  well  out  of  the  wound  and  packed 
all  round  with  abdominal  cloths  so  as  to  make  certain  that  no  infection  of 
the  peritoneal  surface  can  occur.  The  technique  of  this  part  of  the  operation. 
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will  be  referred  to  again  in  connection  with  the  stomach  (see  Chap.  XIII.). 
The  question  of  how  to  treat  the  wound  in  the  stomach  after  a bougie  has 
been  successfully  passed  through  the  stricture  is  a matter  of  importance. 
Perhaps  on  the  whole  it  is  advisable  to  close  the  stomach  and  the  abdominal 
incision  permanently  immediately  the  operation  is  finished. 

Gastrostomy. — When  a patient  suffering  from  extensive  and  impassable 
stricture  is  unable  to  take  sufficient  food  to  support  life  and  is  brought 
almost  to  the  verge  of  starvation,  gastrostomy  is  called  for  to  avert  impending 
death.  It  must  not  however  be  thought  that  gastrostomy  is  all  that  should 
be  done  for  the  patient.  It  will  often  be  found  that  the  rest  given  to  the 
oesophagus  by  the  artificial  opening  into  the  stomach  produces  considerable 
improvement  in  the  stricture,  and  not  infrequently  the  patient  can  swallow- 
far  better  than  he  could  before  within  as  short  a time  as  a fortnight 
after  the  operation.  This  is  probably  due  to  the  diminution  of  congestion 
and  spasm  given  by  the  rest.  Hence,  while  gastrostomy  is  absolutely 
necessary  to  save  the  patient’s  life  and  to  keep  up  his  strength  in  certain 
cases,  it  should  only  be  looked  upon  as  a temporary  measure,  and  earnest 
attempts  should  be  made  after  a short  interval  to  dilate  the  stricture  from  the 
mouth  (see  p.  109).  Should  this  be  impossible,  the  treatment  should  not 
even  stop  here,  but  attempts  should  be  made  through  an  oesophagotomy 
opening.  When  once  the  stricture  has  been  dilated,  a secondary  operation 
may  be  done'  for  the  closure  of  the  gastrostomy  wound  should  this  not  close 
spontaneously.  The  operation  of  gastrostomy  will  be  described  in  connec- 
tion with  the  surgery  of  the  stomach  (see  Chap.  XIII.) ; the  operation  that 
we  recommend  for  the  cases  under  consideration  is  Witzel’s,  as  not  only 
is  it  very  efficient  but  it  has  the  great  advantage  that  the  fistula  produced  is 
always  ready  to  close  when  the  tube  is  left  out,  so  that,  when  sufficient 
dilatation  of  the  stricture  of  the  oesophagus  has  been  obtained,  all  that  is 
necessary  is  to  discontinue  the  use  of  the  tube  through  the  gastric  fistula  when 
the  opening  will  gradually  close  without  the  necessity  of  performing  any 
secondary  operation. 

SPASMODIC  STRICTURE  OF  THE  CESOPHAGUS. 

Spasm  of  the  oesophagus  is  an  affection  chiefly  met  with  in  women 
between  the  ages  of  twenty  and  thirty.  It  may  occasionally  occur  in  older 
subjects  about  the  menopause.  As  a rule  the  trouble  is  neurotic  and  other 
affections  of  a similar  origin  co-exist.  The  point  of  greatest  importance  in 
connection  with  it  is  the  diagnosis.  The  surgeon  must  be  very  careful  to  be 
sure  that  no  organic  lesion  is  present.  The  age  of  the  patient,  the  absence 
of  haemorrhage  or  signs  of  ulceration,  the  varying  nature  of  the  stricture 
under  different  conditions,  the  neurotic  temperament  of  the  patient  and  the 
fact  that,  at  any  rate  under  an  anaesthetic,  a full-sized  bougie  can  be  passed 
into  the  stomach  without  encountering  any  obstruction,  are  the  principal 
points  in  the  diagnosis. 
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Treatment. — The  principal  reliance  must  of  course  be  placed  on 
medicinal  remedies  and  the  employment  of  measures  medical,  hygienic  and 
dietetic  suitable  for  neurotic  subjects.  Antispasmodic  drugs  like  belladonna, 
bromide  of  potassium,  or  valerian  may  be  employed,  while  occasionally  the 
Weir  Mitchell  treatment  (see  Part  IV.,  p.  145)  is  called  for ; at  first  at  any 
rate  the  occasional  passage  (once  a week  or  once  a fortnight)  of  a full-sized 
bougie,  well  warmed  and  lubricated,  has  a distinctly  beneficial  effect. 
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Tumours  in  connection  with  the  oesophageal  wall  are  of  course  a cause  of 
dysphagia ; they  may  be  either  simple  or  malignant,  more  frequently  the 
latter. 

BENIGN  GROWTHS. — The  simple  tumours  may  be  myomata, 
adenomata,  lipomata,  or  some  rare  cystic  conditions.  They  are  all  com- 
paratively rare,  and  when  they  .attain  any  considerable  size  are  frequently 
pedunculated,  with  a long  and  narrow  pedicle,  whilst  the  tumour  itself  is 
flattened — the  so-called  “ oesophageal  polypus.”  Many  of  these  are  in  reality 
pharyngeal  in  origin,  but  sometimes  they  actually  originate  in  the  oesophagus. 

The  tumour  may  cause  obstruction  to  swallowing  and  will  then  give  rise 
to  symptoms  which  lead  to  its  recognition.  At  other  times  it  is  small,  does 
not  interfere  with  swallowing,  and  is  only  discovered  post  7nortem.  When  the 
pedicle  of  the  polypus  is  very  long,  the  tumour  may  be  actually  projected  up 
into  the  pharynx  during  vomiting,  and  may  then  be  seen. 

Treatment. — A polypus  of  the  oesophagus  when  recognised  of  course 
requires  removal,  and  this  will  be  effected  differently  according  to  its  situation. 
When  it  is  in  reality  a pharyngeal  polypus  which  has  found  its  way  into  the 
oesophagus,  it  may  be  comparatively  easy  to  insinuate  the  loop  of  a snare 
around  it  and  so  to  remove  it.  The  loop  may  be  got  round  the  pedicle  in 
various  ways,  by  insinuating  a thread  around  it  with  forceps,  or  on  a urethral 
bougie,  or  by  making  the  patient  vomit,  seizing  the  tumour  with  forceps  or  a 
hook,  steadying  it  and  getting  the  loop  round  it  by  means  of  a bent  probe. 
When  however  the  tumour  is  truly  oesophageal,  the  pedicle  will  be  so  low 
down  that  the  best  plan  is  to  perform  an  oesophagotomy  (see  p.  103),  expose 
the  pedicle,  transfix  and  ligature  it,  and  cut  the  tumour  away. 

CANCER  OF  THE  CESOPHAGUS. — Carcinoma  of  the  oesophagus 
is  by  far  the  commonest  cause  of  stricture,  and  when  difficulty  in  swallowing 
occurs  in  people  who  have  attained  middle  age  and  in  whom  there  is  no 
history  of  having  swallowed  a caustic,  the  diagnosis  is  almost  certainly  that 
of  a cancerous  stricture ; the  only  alternative  is  syphilitic  disease,  which 
is  extremely  uncommon  in  the  oesophagus.  The  growth  is  practically  always 
a squamous  epithelioma,  and  the  tumour  usually  occurs  at  the  most  constricted 
region  of  the  gullet,  either  at  its  commencement,  its  cardiac  end,  or  opposite 
the  bifurcation  of  the  trachea.  The  most  common  seat  is  probably  the  first 
of  these. 
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The  growth  commences  m the  mucous  membrane,  giving  rise  to  a tumour 
at  one  side,  which  may  attain  a considerable  size  before  the  entire  circum- 
ference of  the  mucous  membrane  is  affected.  Ulceration  occurs  early  and 
haemorrhage  is  not  uncommon.  The  tumour  infiltrates  the  muscular  walls 
and  affects  the  surrounding  structures  or  the  glands  comparatively  early. 
When  situated  high  up,  it  frequently  ulcerates  into  the  trachea  and  gives  rise 
to  a fistulous  communication  between  the  oesophagus  and  the  air-passages. 
Lower  down  it  may  attack  the  wall  of  the  aorta  and  end  in  fatal  haemorrhage. 
In  others  cases  again  it  may  spread  by  direct  extension  to  the  lungs,  or  the 
mediastinal  glands  may  be  extensively  infiltrated,  or  a septic  mediastinitis  may 
result.  Various  pressure  symptoms  may  occur  from  implication  of  nerves  in 
the  neighbourhood. 

As  soon  as  symptoms  of  stricture  become  manifest,  the  life  of  the  patient 
is  comparatively  short ; death  usually  occurs  in  three  or  four  months  unless 
means  be  taken  to  feed  the  patient  artificially;  even  after  gastrostomy,  the 
patient  usually  dies  within  a year  of  the  commencement  of  the  symptoms,  and 
sometimes  earlier,  from  one  of  the  many  complications  that  may  attend  the 
growth.  The  fatal  result  may  be  due  to  marasmus,  or  to  complications 
such  as  septic  broncho-pneumonia  from  ulceration  into  the  trachea, 
htemorrhage,  mediastinal  suppuration,  or  tuberculosis,  which  seems  to  be 
particularly  common  in  all  cases  of  stricture  of  the  oesophagus,  whether 
simple  or  malignant. 

Symptoms. — The  chief  of  these  is  dysphagia  of  gradual  onset,  often 
accompanied  by  a loss  of  strength  out  of  all  proportion  to  the  inability  to 
take  food ; it  is  quite  common  to  find  a patient  able  to  take  a large  quantity 
of  liquid  nourishment  and,  in  spite  of  this,  emaciating  to  a very  marked  degree. 
There  are  the  usual  symptoms  of  stricture  of  the  oesophagus,  frequently  com- 
bined with  those  of  ulceration,  and  there  is  an  absence  of  any  history  of 
injury.  A considerable  help  in  the  diagnosis  is  given  when  the  growth  is 
situated  near  the  commencement  of  the  oesophagus,  as  the  air-passages  are 
very  early  implicated,  and  the  recurrent  laryngeal  nerve  is  not  at  all 
uncommonly  paralysed  on  one  or  both  sides. 

Treatment. — The  treatment  of  cancer  of  the  oesophagus  is  at  the 
present  time  entirely  palliative.  Excision  has  been  practised  for  a growth 
occupying  the  upper  end  of  the  tube,  and  the  patient  in  a few  cases  has 
recovered,  but  recurrence  has  ensued.  In  the  most  of  the  cases  that  have 
been  operated  on,  the  trachea  has  also  been  involved,  so  that  the  case  has 
been  practically  an  excision  of  both  the  oesophagus  and  the  larynx,  obliging 
the  patient  to  breathe  and  feed  through  artificial  openings  in  the  neck ; 
accidents  have  also  happened  from  food  passing  into  the  trachea,  and  in  all 
the  cases  death  occurred  in  a few  months.  Considering  the  fatality  of  the 
disease,  the  formidable  character  of  the  operation,  the  great  mutilation  and 
the  short  relief  afforded  to  the  patient,  these  operations  do  not  seem  worth 
while. 

'I'he  treatment  can  therefore  only  be  directed  to  maintaining  the  patency 
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of  the  oesophagus  as  long  as  possible  and  relieving  the  various  symptoms 
from  which  the  patient  suffers.  The  patency  of  the  oesophagus  is  of  great 
importance  for  the  comfort  of  the  patient,  not  only  as  enabling  him  to 
swallow  his  food,  but  also  to  enable  him  to  swallow  saliva.  The  inability  to 
swallow  saliva,  is  one  of  the  most  distressing  features  of  cancer  of  the  pharnyx 
and  oesophagus.  The  saliva  is  usually  secreted  in  excessive  quantities  and 
accumulates  at  the  back  of  the  throat  so  that  the  glottis  is  constantly  being 
irritated  and  there  is  incessant  cough  and  attempts  to  get  rid  of  it.  This 
particular  trouble  is  most  marked  when  the  stricture  is  high  up ; when  low 
down,  there  is  greater  space  for  the  saliva  to  accumulate  in  and  it  does  not 
require  to  be  brought  up  so  frequently.  This  symptom  is  extremely  difficult 
to  treat  by  any  means  in  our  power  except  perhaps  by  Symonds’  tubes 
{vide  infra),  but  it  is  just  in  the  cases  where  the  affection  is  most  trouble- 
some that  these  are  the  least  useful,  namely  when  the  disease  is  about  the 
commencement  of  the  oesophagus.  The  salivary  secretion  may  be  to  some 
extent  diminished  by  the  administration  of  belladonna  or  atropine  and  the 
mucus  may  be  made  less  tenacious  and  frequently  removed  by  gargling 
with  alkaline  solutions. 

Bougies.— In  order  to  maintain  the  patency  of  the  oesophagus  bougies 
are  sometimes  passed.  This  is  not  however  to  be  recommended  as  a method 
of  treatment  in  malignant  stricture,  although,  as  we  have  already  said,  it 
is  most  efficacious  in  the  non-malignant  type.  Temporary  benefit  may 
sometimes  result  from  it,  but  as  a rule  its  only  effect  is  to  irritate  the  growth, 
to  make  it  grow  much  more  rapidly  and  to  hasten  ulceration  with  all  its 
evil  consequences.  The  occasional  passage  of  a bougie  to  examine  the 
condition  of  the  stricture  may  be  useful,  but  nothing  further  than  that 
should  be  done. 

Intubation  of  the  stricture. — A method  of  the  highest  value  however  is 
the  introduction  of  a tube  through  the  stricture  and  its  maintenance  per- 
manently in  position.  This  permanent  intubation  of  the  stricture  may  be 
effected  either  by  a long  tube  or  by  the  short  one  introduced  by  Mr. 
Charters  Symonds.  Each  has  different  indications. 

Symonds'  short  tubes. — The  tube  introduced  by  Mr.  Symonds  (see  Fig. 
30)  is  a great  improvement  upon  the  intubation  by  a long  tube  whenever  the 
circumstances  of  the  case  permit  of  its  use.  This  tube  is  a short  catheter 
4-6  inches  long,  of  a gauge  varying  with  the  size  of  the  stricture,  and 
terminating  above  in  an  expanded  funnel-shaped  opening,  while  below  it 
is  furnished  with  a terminal  eye.  To  the  funnel-shaped  end  are  attached 
silk  threads  fastened  together  as  shown  in  Fig.  30  and  these  are  brought 
out  through  the  mouth  and  fastened  around  the  ear  or  upon  the  cheek. 
The  tube  is  inserted  upon  a special  holder  until  it  has  passed  well  through 
the  stricture,  the  funnel-shaped  end  resting  upon  the  anterior  surface  of  the 
growth  and  preventing  the  tube  passing  right  through.  The  largest  sized 
tube  that  will  go  through  the  stricture  should  be  chosen,  the  size  of  the 
stricture  having  been  previously  ascertained  by  the  passage  of  a sound.  All 
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these  tubes  should  be  furnished  with  a terminal  opening,  as  if  the  opening 
be  lateral,  as  was  originally  made,  blockage  is 
very  apt  to  occur  either  from  lateral  pressure 
against  the  stricture  or  from  a collection  of  food 
in  the  blind  end.  The  tube  upon  its  guide  is 
introduced  exactly  as  is  a long  oesophageal  tube, 
the  whalebone  guide  is  withdrawn  and  the  silk 
threads  are  fixed  either  around  the  ear  or  to  a 
piece  of  plaster  upon  the  cheek.  It  is  a point 
of  practical  importance  to  remember  that  these 
•threads  are  liable  to  be  bitten  through,  and  it  is 
well  therefore  to  pass  them  between  two  of  the 
teeth  so  that  they  may  be  guarded  from  harm. 

The  immense  advantage  of  these  tubes  is  that 
they  enable  the  patient  to  swallow  food  naturally, 
and  entirely  abolish  the  trouble  with  the  excessive 
salivation  that  is  so  distressing.  The  natural  taste 
of  food  is  also  preserved  to  the  patient,  and  it 
is  a most  comfortable  method.  Unfortunately, 
however,  there  is  a distinct  limit  ■ to  its  useful- 
ness. On  the  one  hand  the  tubes  are  distinctly 
more  difficult  to  introduce  than  the  ordinary  long 
form,  and  it  is  not  uncommon  to  fail  to  pass 
them  when  the  long  tube  goes  in  compara- 
tively easily;  this,  however,  is  mainly  a matter 
of  want  of  practice.  A point  of  far  greater  im- 
portance is  that  in  certain  situations  they  are 
■quite  inadmissible  for  anything  but  a very  short 
time  owing  to  the  pressure  and  irritation  that 
the  funnel-shaped  end  produces.  This  is  par- 
ticularly the  case  when  the  growth  is  situated  at 
the  upper  end  of  the  oesophagus,  the  end  of  the 
tube  then  pressing  upon  the  larynx  and  causing 
cough,  spasm,  and  ulceration  and  necrosis  of  the 
cartilages.  As  this  is  perhaps  the  most  common 
seat  of  cancer  of  the  oesophagus,  this  alone 
restricts  their  use.  When,  on  the  other  hand, 
the  growth  is  low  down,  the  patient  is  perfectly 
comfortable,  but  there  is  the  constant  liability  to 
blocking  of  the  tube,  especially  if  any  error  of 
diet  be  committed.  Coagulated  milk,  etc.,  may 
collect  in  or  about  the  tube  and  effectually  block 
it,  and  perhaps  necessitate  its  removal,  and  it  may 
be  impossible  to  repass  it.  If  blockage  occurs, 
it  is  well  to  try  first  what  passing  the  whalebone  guide  down  through 


Fig.  30.  — Symonus'  Shokt 
Tube  for  Stricture  of  the 
oesophagus.  Xhe  ri§ht-hand 
figure  shows  the  tube — it  should 
have  h terminal  and  not  a lateral 
aperture — while  the  left-hand  one 
shows  it  mounted  011  the  intro- 
ducer. 
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the  tube  will  do  towards  clearing  it.  It  is  comparatively  easy  to  hit  the 
funnel-shaped  opening  with  the  guide,  and  when  this  is  done  it  is  not  difficult 
to  pass  it  down  the  tube ; this  is  another  reason  why  the  tube  should  be 
fitted  with  a terminal  opening  as,  if  the  opening  be  lateral,  the  guide  does 
not  necessarily  clear  it  when  passed  down  in  this  manner. 

Two  accidents  may  occur  with  these  tubes,  neither  of  which  are  of  any 
great  practical  importance  but  which  require  mention,  as  they  may  cause 
uneasiness  to  a beginner.  In  the  first  place,  the  tube  may  slip  down  through 
the  stricture  and  pass  into  the  stomach.  This  may  result  either  from 
undue  laxity  of  the  silk  threads  or  because  they  have  been  bitten  across. 
In  this  case  nothing  should  be  done  beyond  endeavouring  to  insert  a 
tube  of  larger  size.  It  is  well  not  to  attempt  to  get  the  tube  out  of  the 
stomach  even  though  the  silk  threads  still  remain  attached  and  can  be 
handled  from  the  mouth.  No  harm  is  done;  the  elastic  portion  of  the- 
tube  is  digested  and  the  rest  passes  on.  On  the  other  hand,  the  threads- 
may  get  bitten  through  whilst  the  tube  is  in  place,  but  even  in  this 
case  no  immediate  steps  need  be  taken ; as  long  as  the  tube  acts  it  will 
probably  remain  comfortably  in  situ.  Should  it  fail  to  act  by  becoming 
blocked  it  will  almost  invariably  be  vomited  up  sooner  or  later,  if  careful 
attempts  to  unblock  it  by  passing  down  the  whalebone  guide  fail. 

The  long  tube. — This  method  is  employed  only  when  a Symonds’  tube 
cannot  be  introduced,  or,  if  introduced,  gives  rise  to  symptoms  necessitating 
its  removal.  It  is  obvious  that  a long  tube  passed  through  the  stricture 
into  the  stomach  must  be  not  only  unsightly  but  inconvenient  for  many 
reasons.  The  saliva  cannot  pass  along  it,  the  food  cannot  he  tasted,  and 
the  only  advantage  is  that  it  saves  the  patient  from  starvation,  as  proper 
nutriment  can  be  passed  through  it  in  any  quantity.  Another  great  advan- 
tage is  that  when  in  position  it  need  not  necessarily  be  removed  during 
the  patient’s  life.  It  cannot  suffer  from  any  blocking  that  simple  syringing 
down  the  tube  will  not  relieve.  This  tube  should  therefore  be  employed 
only  when  Symonds’  tube  is  inapplicable  or  has  to  be  given  up  owing  to 
frequent  blockage,  etc.  It  is  passed  in  the  manner  described  already  for 
simple  stricture  of  the  oesophagus  (see  p.  109)  and  is  fastened  in  position. 
It  will  require  protection  to  prevent  it  being  bitten  through  during  sleep,  etc. 
As  a rule,  the  annoyance  caused  is  so  great  that  it  is  only  towards  the  end 
of  the  case  that  it  will  be  tolerated. 

Gastrostomy. — There  comes  a time  however  in  nearly  all  cases  of 
cancer  of  the  oesophagus  when  it  is  impossible  to  re-introduce  any  tube 
once  taken  out  of  the  stricture,  and  the  patient  must  then  starve  unless 
means  be  taken  to  introduce  food  into  the  stomach  below  the  stricture. 
For  a long  time  there  was  a great  prejudice  against  gastrostomy,  and  this 
still  lingers  in  the  minds  of  some.  This  is  probably  chiefly  because  the 
old  methods  were  not  unattended  with  danger  and  did  not  satisfactorily 
prevent  the  escape  of  the  gastric  contents  with  its  accompanying  excoriation 
of  the  abdominal  wall  and  suffering  to  the  patient.  More  recent  improvements 
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have  perfected  the  method  of  gastrostomy,  and  in  our  experience  the  operation 
is  a very  excellent  one,  relieving  the  patient’s  suffering  and  prolonging  his 
life,  always  provided  that  it  be  done  sufficiently  early  in  the  case.  We 
are  strongly  of  opinion  that  whenever  a patient  is  unable  to  swallow  enough 
food  to  keep  up  his  strength,  whenever  he  is  unable  to  wear  a Symonds’ 
tube,  or,  when  wearing  one,  the  tube  becomes  constantly  blocked,  gastrostomy 
should  be  performed  at  once  before  the  patient  has  gone  too  far  downhill  to 
be  really  benefited  by  the  operation.  Undoubtedly  some  of  the  prejudice 
against  gastrostomy  may  be  ascribed  to  the  fact  that  it  has  constantly  been 
left  to  the  very  last,  when  the  patient  is  really  not  in  a fit  state  to  bear 
the  operation. 

The  surgeon  has  the  choice  of  two  methods  of  operating  in  these 
cases,  each  of  which  has  its  strong  supporters.  When  the  operation  is 
done  quite  early  before  the  stomach  has  undergone  marked  contraction  the 
form  known  as  Franck’s  or  Albert’s  may  be  done  with  advantage.  When 
however  the  stomach  is  much  contracted  and  cannot  be  drawn  sufficiently  out 
of  the  wound,  as  is  required  in  Franck’s  operation,  the  method  introduced  by 
AVitzel  is  practically  the  only  one  that  will  give  really  satisfactory  results. 
Both  these  operations  will  be  described  in  full  in  connection  with  the  surgery 
of  the  stomach  (see  Chap.  XIII.),  and  we  need  not  say  more  about  them 
here  than  to  emphasise  the  fact  that  they  should  be  done  early. 


CHAPTER  VIII. 


DEFORMITIES,  INJURIES,  INFLAMMATORY  AFFECTIONS  AND 

TUMOURS  OF  THE  NECK. 

CONGENITAL  MALFORMATIONS  OF  THE  NECK. 

The  true  congenital  malformations  of  the  neck  are  nearly  always  associated 
with  the  branchial  clefts  and  take  the  form  of  branchial  fistulse,  branchiogenic 
•cysts,  hydrocele  of  the  neck,  dermoids  and  pharyngeal  or  oesophageal 
diverticula.  Another  important  congenital  deformity  is  a supernumerary 
or  cervical  rib,  and  another  is  that  which  commonly  goes  by  the  name  of 
cystic  hygroma  or  lymphangioma  of  the  neck. 

BRANCHIAL  FISTUL.®. — These  are  the  remains  of  the  branchial 
clefts,  the  position  of  the  fistula  depending  upon  the  particular  cleft  from 
which  it  arises.  The  most  common  seat  is  along  the  anterior  margiii  of  the 
sterno-mastoid,  especially  just  above  the  sterno-clavicular  articulation.  Some- 
times the  fistula  occurs  much  higher  up  and  may  be  met  with  even  as  high  as 
the  angle  of  the  jaw.  It  is  not  uncommon  to  find  a small  portion  of 
•cartilage  at  the  orifice,  especially  when  this  is  low  down  in  the  neck.  The 
fistula  is  usually  a narrow  well-defined  canal,  and  may  be  long  and  tortuous, 
frequently  passing  between  the  internal  and  external  carotid  arteries.  The 
fistula  usually  has  an  external  cutaneous  orifice  only,  and  does  not  com- 
municate directly  with  the  pharynx,  but  it  generally  runs  up  into  close 
•connection  with  it,  often  into  the  region  of  the  tonsil  or  the  neighbourhood 
cf  the  great  cornu  of  the  hyoid  bone.  Sometimes  it  runs  direct  towards 
the  thyro-hyoid  membrane. 

Treatment. — This  will  depend  very  much  on  the  amount  of  annoyance 
•caused  to  the  patient.  The  removal  of  a long,  narrow,  fistulous  track  of 
this  kind  is  always  one  of  extreme  difficulty,  and  failure  to  remove  it  in  its 
entirety  means  complete  failure  of  the  operation  and  a recurrence  of  the 
fistula.  It  is  not  at  all  uncommon  to  find  that,  instead  of  being  benefited 
by  the  operation,  the  patient  is  made  worse,  and,  upon  the  whole,  it  is 
probable  that,  unless  the  fistula  be  really  a source  of  considerable  annoy- 
ance, it  is  better  left  alone. 
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Sometimes  however  there  is  a connection  with  the  pharynx  or  a 
troublesome  discharge  of  mucus,  and  under  these  circumstances  an  attempt 
may  be  made  to  dissect  out  the  fistula ; this  must  be  done  very  carefully. 
The  first  step  is  to  pass  a fine  probe  along  the  whole  length  of  the  canal, 
which  is  then  exposed  by  an  incision  running  along  the  anterior  border  of 
the  sterno-mastoid.  Great  care  is  necessary  to  avoid  cutting  across  the 
fistulous  track,  as  otherwise  the  guide  may  be  lost.  Very  delicate  dissection 
is  needed  to  isolate  it  throughout,  and  the  probe  should  be  maintained  in 
position  until  the  whole  track  is  satisfactorily  defined.  It  is  then  cut  across 
above  at  its  connection  with  the  pharynx,  and  the  small  aperture  thus  made 
is  inverted  and  stitched  by  fine  catgut  sutures  inserted  after  Lembert’s 
method.  The  wound  in  the  neck  is  then  closed,  but  it  is  well  to  insert 
.a  small  drainage  tube  for  two  or  three  days  in  case  septic  infection  occurs 
from  the  communication  with  the  pharynx. 

When  no  attempt  is  made  to  dissect  out  the  fistula  in  this  manner, 
it  is  well  to  avoid  attempting  to  destroy  the  lining  membrane  of  the  canal 
Avith  caustics,  the  sharp  spoon,  or  the  actual  cautery,  as  these  always  fail, 
.and,  should  they  succeed  in  bringing  about  closure  of  the  external  orifice, 
which  is  the  most  that  they  can  be  expected  to  do,  this  will  be  followed 
by  the  formation  of  a cystic  swelling  in  the  neck. 

BRANCHIO GENIC  CYSTS. — When  the  branchial  cleft  is  closed 
at  both  ends  but  not  throughout,  some  of  the  intervening  portion  is  very 
apt  to  become  dilated  and  to  give  rise  to  a cyst,  which  is  strictly  congenital 
but  which  may  nevertheless  only  appear  comparatively  late  in  life,  remaining 
■quite  quiescent  for  many  years.  Two  kinds  of  cysts  are  formed  according 
to  the  character  of  the  epithelium  lining  the  unobliterated  cleft.  The 
most  common  form  is  the  dermoid  cyst,  in  which  the  epithelium  is 
squamous  and  the  contents  sebaceous  material  of  the  regular  dermoid 
type.  The  other  form,  called  hydrocele  of  the  neck,  contains  a thin 
mucoid  fluid,  and  the  epithelium  lining  the  cyst  is  cylindrical  or  ciliated. 
These  branchiogenic  tumours  usually  occur  in  the  upper  part  of  the  anterior 
triangle,  usually  about  the  hyoid  bone,  between  it  and  the  mastoid  process. 
AVhen  large  they  may  lift  up  the  sterno-mastoid  and  project  into  the  posterior 
triangle,  or  they  may  be  mainly  in  the  latter  situation ; they  always  however 
derive  their  origin  from  the  branchial  cleft.  They  may  project  above  into 
the  floor  of  the  mouth  and  may  be  mistaken  for  ranute.  As  a rule  the 
hydrocele  of  thp  neck  is  noticed  at  birth,  or  immediately  afterwards, 
whereas  the  dermoid  form  is  not  discovered  until  adult  life.  Both  forms 
gradually  increase  in  size,  and  in  some  rare  cases  they  may  suppurate, 
•or  may  lead  subsequently  to  the  development  of  carcinoma.  It  is  prob- 
able that  primary  carcinoma  of  the  neck  occurring  without  evident  lesion 
•of  the  mucous  or  cutaneous  surface  has  its  origin  in  one  of  these  der- 
moid cysts. 

Treatment. — 'I'his  should  be  complete  excision ; nothing  short  of  this 
is  likely  to  be  of  any  use  because,  unless  the  epithelial  lining  be  entirely 
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removed,  not  only  will  the  cyst  refill  but  inflammation  will  occur  around  and 
removal  of  the  cyst  wall  will  be  much  more  difficult.  In  dissecting  out  the 
cyst  it  must  be  remembered  that  it  is  often  closely  connected  with  the  vessels- 
and  other  important  structures  in  the  neck,  and  therefore  the  dissection  must 
be  very  carefully  carried  out.  Sometimes  a portion  of  the  cyst  is  so  adherent 
to  some  important  structure  in  the  neck  that  it  cannot  be  entirely  taken 
away.  Should  this  be  the  case,  the  utmost  care  should  be  taken  to  denude 
it  of  its  epithelium  by  cutting,  scraping  and  cauterisation ; even  this  is 
uncertain  and  therefore  every  attempt  should  be  made  to  remove  it.  Cystic 
hygroma  is  described  on  p.  138. 

SUPERNUMERARY  OR  CERVICAL  RIBS  are  not  infrequently 
met  with  running  from  the  transverse  process  of  the  sixth  cervical  vertebra 
to  the  scalene  tubercle  on  the  first  rib.  The  supernumerary  rib  is  generally 
fairly  well  formed  but  may  be  anchylosed  at  each  end ; as  a rule  the  spinal 
end  alone  is  anchylosed,  the  other  end  being  free.  For  many  years  the 
patient  may  not  recognise  that  any  deformity  exists,  and  usually  it  is  in 
women  only  that  it  is  noticed.  It  is  commonly  the  visible  deformity  that 
calls  attention  to  the  case,  and  this  is  often  the  only  complaint  made. 
Sometimes  however  there  is  tenderness  in  the  posterior  triangle,  with  some 
pain  down  the  arm  or  perversion  of  sensation  in  the  nerves  of  the  brachial 
plexus  which  may  be  displaced  by  the  bony  process.  In  many  cases  the 
condition  is  entirely  stationary  and  the  symptoms  are  extremely  slight  and 
do  not  warrant  any  interference.  Occasionally  however  the  brachial  plexus- 
and  the  subclavian  artery  are  lifted  up  and  displaced  by  the  rib  and  serious- 
pressure  symptoms  are  produced.  Under  these  circumstances  it  may  be 
necessary  to  interfere. 

Treatment. — Operative  interference  should  only  be  undertaken  when 
severe  symptoms  are  present ; for  the  mere  deformity,  which  is  often- 
extremely  slight,  it  is  hardly  justifiable  to  submit  the  patient  to  a tedious 
and  somewhat  severe  operation  involving  a very  careful  dissection  of  an 
important  region.  Moreover  the  scar  that  must  be  produced  by  the  opera- 
tion is  almost  as  important  a deformity  as  the  swelling  itself.  When  however 
symptoms  referable  to  the  brachial  plexus  or  the  subclavian  artery,  such  as 
pain  or  retardation  and  diminution  of  the  pulse  at  the  wrist,  are  met  with,  it 
is  necessary  to  cut  down  upon  and  remove  the  bony  process.  This  is  a 
very  difficult  matter  indeed  as  the  pleura  lies  immediately  behind  and  is- 
usually  very  intimately  connected  with  the  periosteum  of  the  rib  and  it 
is  very  difficult  to  remove  this  without  puncturing  the  pleura.  The  brachial 
plexus  and  the  subclavian  artery  lie  over  the  front  of  the  rib,  but  they  are 
generally  easily  displaced  to  one  side.  The  bone  should  be  removed  by 
shelling  it  out  of  its  periosteum  and  this  is  done  as  follows : 

Operatioii. — A curved  incision  with  its  convexity  backwards  is  made  in 
the  posterior  triangle  commencing  at  the  centre  of  the  posterior  margin  of 
the  sterno-mastoid,  curving  backwards  and  downwards  nearly  to  the  anterior 
margin  of  the  trapezius  and  then  forwards  along  the  clavicle  to  the  sterno- 
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mastoid  again  (see  Fig.  31).  I'he  flap  thus  marked  out  is  raised  well  forward, 
the  deep  fascia  is  opened,  the  external  jugular  vein  pulled  inwards  or  divided, 
the  posterior  edge  of  the  sterno-mastoid  either  pulled  firmly  inwards  with  a 
large  retractor  or  divided  to  some  extent,  the  omo-hyoid  defined  and  pulled 
up  and  the  subclavian  artery  and  the  brachial  nerves  lying  upon  the  rib 
■defined.  These  must  now  be  displaced,  and  usually  the  nerve  cords  can  be 
pulled  upwards  and  the  subclavian  artery  downwards,  but  very  great  care 
must  be  taken  in  doing  this  not  to  e.xert  undue  traction  upon  the  nerves,  as 


Fig.  31. — Incision  for  Removal  of  a Cervical  Rib.  The  same  incision  also  serves 
for  exposure  of  the  brachial  plexus  (see  p.  136). 

otherwise  haemorrhage  into  them  and  serious  subsequent  symptoms  may 
occur ; they  should  be  displaced  in  various  directions  according  as  the 
separation  of  the  process  proceeds.  The  best  way  to  avoid  damage  to 
surrounding  structures  is  to  incise  the  periosteum  freely,  generally  along  the 
anterior  surface  of  the  process,  and  to  insinuate  between  it  and  the  bone  a 
suitably  curved  periosteum  detacher,  by  which  the  periosteum  is  stripped  off 
in  all  directions.  As  soon  as  this  has  been  effected  to  some  extent,  a chisel 
or  a pair  of  cutting  pliers  is  slipped  in  between  the  periosteum  and  the  bone 
near  its  attachment  to  the  spine  and  the  rib  is  cut  across ; if  the  latter  be 
anchylosed  at  its  distal  end,  a similar  procedure  may  be  carried  out  there. 
Having  thus  loosened  the  bone,  it  is  usually  a matter  of  very  little  difticulty 
to  twist  it  out  with  the  aid  of  a few  touches  of  a periosteum  detacher  and 
to  leave  the  periosteum  intact.  The  stump  of  the  rib  is  next  carefully  shaved 
down  with  a chisel  or  cutting  pliers  so  as  not  to  leave  any  marked  pro- 
jection or  any  sharp  edge  against  which  the  vessels  or  nerves  might  be 
damaged. 

When  the  bone  has  been  thus  got  rid  of,  the  periosteum  should  be 
picked  up  and  as  much  of  it  removed  as  can  be  done  safely.  This  is 
important,  a.s,  if  left  behind,  fresh  bone  would  be  developed  in  it  and  a 
partial  recrudescence  of  the  trouble  might  occur;  at  any  rate  there  might 
be  considerable  pressure  upon  the  structures  from  a callus-like  mass 
thrown  out  around  them.  It  is  of  course  possible  that  the  pleura  may  be 
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pricked  in  doing  this,  but,  should  this  happen,  it  is  not  an  accident  of  very- 
great  moment,  although  from  the  severe  immediate  symptoms  to  which  it 
gives  rise  it  is  advisable  to  avoid  it  if  possible.  At  the  time  of  the  puncture, 
air  passes  into  the  pleural  cavity,  the  lung  collapses,  and  the  patient’s 
aeration  may  suffer  considerably ; he  becomes  blue  and  collapsed,  and  the 
breathing  is  very  embarrassed.  This  however  usually  passes  off  very 
quickly,  especially  on  the  administration  of  stimulants.  The  puncture 
in  the  pleura  should  be  closed  by  sutures ; the  air  in  the  pleural  cavity 
rapidly  becomes  absorbed,  and  in  a short  time  the  conditions  are  again 
normal. 

TORTICOLLIS.— By  torticollis  or  wry-neck  is  meant  an  affection  in 
which  the  sterno-mastoid  muscle  mainly,  and  sometimes  the  other  muscles 
of  the  neck  secondarily,  undergo  contraction  which  is  either  constant  or 
spasmodic.  This  produces  a very  marked  and  characteristic  deformity 
termed  “ wry-neck.”  Usually  the  affection  is  limited  to  one  side ; but  in 
some  cases  both  muscles  are  affected,  in  which  case  however  there  is  a 
very  different  deformity,  the  head  being  tilted  strongly  backwards.  The 
condition  may  be  acute,  permanent  or  spasmodic. 

Acute  torticollis. — Temporary  contraction  of  one  sterno-mastoid  is  not 
uncommon.  There  is,  for  instance,  the  condition  generally  spoken  of  as 
“ stiff-neck,”  which  is  presumably  some  rheumatic  inflammation  of  the 
sheath  of  the  muscle.  This  commonly  arises  after  exposure  to  cold,  and 
gives  rise  to  a temporary  contraction  of  one  or  even  both  sterno-mastoids 
with  characteristic  deformity.  Under  suitable  treatment  this  condition 
passes  off  in  a few  days  and  leaves  no  ill  results. 

Contractions  of  the  sterno-mastoid  may  also  occur  in  connection  with 
acute  inflammations  of  structures  in  the  immediate  vicinity,  particularly 
the  glands  in  the  anterior  and  posterior  triangles.  This  is  not  so  common 
in  connection  with  tuberculous  glands  as  in  the  more  acute  inflammations- 
of  a septic  origin.  Sometimes  it  may  follow  an  eruption  of  boils  in  the 
neighbourhood. 

A very  important  cause  of  wry-neck  is  cervical  spinal  disease  ; when 
the  disease  mainly  affects  one  side  of  the  vertebrae  the  sterno-mastoid 
on  that  side  is  very  apt  to  be  contracted,  and  a typical  wry-neck  is  pro- 
duced. This  is  a possible  cause  that  should  never  be  forgotten  when 
examining  a patient  for  wry-neck.  In  rheumatoid  affections  of  the  cervical 
spine  some  amount  of  wry-neck  is  often  present.  Neither  of  these  forms  is- 
necessarily  acute,  but  they  are  both  inflammatory  in  origin  and  may  well 
receive  notice  here. 

Treatment. — The  treatment  of  acute  wry-neck  will,  of  course,  depend 
entirely  upon  the  primary  condition,  and  will  consist  essentially  in  a 
removal  of  the  cause. 

In  the  ordinary  stiff-neck  from  cold  the  best  treatment  is  rest,  together 
with  the  application  of  hot  fomentations  frequently  renewed,  the  adminis- 
trations of  a dose  of  calomel  (gr.  iii.-x.)  followed  by  ten-grain  doses  of 
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salicylate  of  soda  thrice  daily ; when  the  patient  is  at  all  gouty,  colchicum 
and  iodide  of  potassium  added  to  the  salicylate  of  soda  give  excellent 
results.  The  affection  is  often  excessively  painful  in  the  early  stages,  and 
for  this  ten  grains  of  Dover’s  powder  may  be  given  at  night  to  enable  the 
patient  to  get  sleep.  As  soon  as  the  more  acute  condition  has  passed  off,, 
which  will  be  in  two  or  three  days,  the  affected  side  may  be  rubbed  with 
various  liniments,  particularly  the  linimentum  terebinthinse  aceticum  or 
equal  parts  of  lin.  belladonnte  and  lin.  camph.  co.  The  rubbing  should  be 
carried  out  three  or  four  times  a day,  and  the  neck  should  be  wrapped 
up  afterwards  in  a mass  of  hot  cotton-wool.  As  a rule,  the  condition 
passes  off  completely  in  a week  or  ten  days ; but  if  there  be  any  tendency 
for  it  to  become  chronic,  a course  of  vigorous  massage,  accompanied  by 
occasional  blistering  or  a visit  to  one  of  the  watering  places,  such  as  Bath, 
Buxton,  or  Harrogate,  will  generally  put  matters  right.  Turkish  or  hot-air 
baths  are  useful  under  these  circumstances. 

In  cases  secondary  to  acutely  inflamed  glands  the  treatment  must  be 
directed  to  the  latter  (see  Part  II.,  p.  i8i).  As  soon  as  these  subside,  the 
wry-neck  clears  up.  When  secondary  to  spinal  disease  the  latter  must  be 
treated  on  appropriate  lines  (see  Part  IV.,  p.  354).  Rheumatoid  affections 
must  also  be  treated  on  the  lines  laid  down  in  Part  IV.,  p.  15 1. 

Congenital  torticollis. — When  wry-neck  occurs  at  or  immediately  after 
birth  it  is  usually  spoken  of  as  congenital.  It  is  a matter  of  considerable 
doubt  whether  children  are  ever  actually  born  the  subjects  of  this  condition. 
It  may  possibly  be  so  in  rare  instances,  but  apparently  the  great  majority  of 
so-called  congenital  cases  develop  after  birth,  usually  as  the  result  of  some 
partial  rupture  of  the  sterno-mastoid  during  delivery.  In  other  rare  cases  the 
torticollis  follows  paralysis  of  the  muscle  on  the  opposite  side.  The  true 
congenital  form  is  attributed  by  some  to  developmental  arrest,  in  support  of 
which  view  the  asymmetry  of  the  face  and  head  which  so  usually  accom- 
panies it  is  cited.  Very  rarely  permanent  wry-neck  is  of  distinctly  non- 
congenital  origin  as  it  may  follow  rheumatic  inflammation  of  the  muscle  or 
injuries  in  adolescents. 

Pathology — Congenital  wry-neck  is  caused  by  a permanent  contraction 
of  the  sterno-mastoid  muscle  which  undergoes  profound  changes.  Besides 
the  sterno-mastoid,  other  muscles,  such  as  the  trapezius,  the  splenius  capitis, 
etc.,  may  be  affected  secondarily,  but  the  shortening  in  these  is  usually 
temporary  and  is  readily  overcome  when  the  sterno-mastoid  condition  has 
been  rectified.  The  alteration  in  the  latter  muscle  is  apparently  a fibrous 
transformation,  new  fibrous  tissue  being  formed  around  the  muscular  fibres 
which  become  compressed  and  disappear,  leaving  the  affected  area  of  muscle 
almost  entirely  transformed  into  a band  of  firm  fibrous  tissue.  This 
condition  is  not  limited  to  the  muscular  fibres  but  affects  the  sheath  of 
the  muscle,  so  that  division  of  the  former  alone  does  not  suffice  to  rectify 
the  deformity.  The  sterno-mastoid  as  a rule  is  very  unequally  affected  ; 
generally  the  sternal  head  undergoes  much  more  extensive  alteration  than 
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the  rest  of  the  muscle  and  in  some  the  transformation  is  limited  to  this 
portion  which  can  be  felt  standing  out  as  a hard  rounded  fibrous  cord ; 
the  result  is  considerable  shortening. 

Along  w'ith  the  shortening  of  the  sterno-mastoid,  there  is  well-marked 
^irrest  of  development  of  the  corresponding  half  of  the  head  and  face. 
This  diminution  in  size  of  the  affected  side  may  occur  in  acquired  torticollis 
as  well  as  in  the  congenital  form,  so  that  the  lesion  is  evidently  secondary  to 
the  development  of  the  wry-neck  and  is  not  a mere  congenital  deformity. 
It  is  said  that  atrophy  of  the  corresponding  cerebral  hemisphere  has  also 
been  found,  and  both  conditions  have  been  explained  on  the  theory  of 
insufficient  blood  supply  to  that  side  partly  by  kinking  of  the  carotid 
artery,  and  partly  by  the  fibrous  thickening  in  the  carotid  sheath,  which 
occurs  in  bad  cases. 

Associated  with  the  torticollis  there  is  always  curvature  of  the  cervical 
spine,  the  concavity  being  on  the  affected  side ; in  very  marked  cases  there 
is  a compensatory  curve  in  the  dorsal  region.  As  a rule  however  this 
curvature  does  not  lead  to  any  permanent  alterations  in  the  bones  and  does 
not  offer  any  obstruction  to  the  reposition  of  the  head  after  the  sterno- 
mastoid  has  been  divided.  It  is  always  important  to  examine  the  case 
carefully  to  make  sure  that  it  is  one  of  primary  torticollis  and  secondary 
curvature  of  the  spine  and  not  primary  tuberculous  cervical  spinal  disease 
to  which  the  shortening  of  the  sterno-mastoid  is  secondary. 

Treatment. — Attempts  to  stretch  the  muscle  by  continuous  extension  or 
by  any  form  of  apparatus  are  futile,  and  nothing  but  operative  measures 
will  succeed.  There  are  two  chief  points  in  the  treatment ; firstly,  to 
remedy  the  shortening  of  the  sterno-mastoid,  and  secondly,  to  maintain  the 
head  in  its  proper  position. 

Operation. — In  order  to  get  the  head  back  into  place  it  is  absolutely 
essential  to  divide  the  sterno-mastoid  muscle  and  its  sheath.  The  splenius, 
trapezius,  omo  hyoid,  etc.,  which  may  also  be  secondarily  affected,  will 
generally  yield  to  proper  manipulative  treatment  subsequently  and  do  not 
require  division ; their  shortening  is  only  temporary  and  is  not  due  to  fibrous 
changes.  As  a rule,  both  the  sternal  and  clavicular  heads  of  the  sterno- 
mastoid  must  be  divided  and  not  only  that  but  the  sheath  must  be  freely 
divided  also ; otherwise  the  operation  is  likely  to  be  unsuccessful.  There 
are  two  methods  of  doing  this,  the  one  by  tenotomy  or  the  subcutaneous 
method,  the  other  by  division  of  the  muscle  through  an  open  incision.  The 
open  operation  is  so  infinitely  superior  to  the  subcutaneous  one  that  it  is 
practically  the  only  method  that  should  ever  be  employed,  and  it  is  the 
only  one  that  we  shall  describe.  Anyone  who  performs  the  operation 
through  an  open  incision  can  easily  satisfy  himself  that,  in  order  to  effect  a 
cure  of  the  torticollis  with  the  precision  and  completeness  that  is  essential, 
the  open  incision  is  absolutely  necessary  and  it  is  quite  impossible  not  only 
to  perform  the  subcutaneous  operation  without  great  risk  but  to  perform  it 
■effectually.  So  great  is  this  difficulty  that,  even  before  the  days  of  anti- 
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septic  surgery,  when  an  open  wound  was  constantly  liable  to  be  followed  by 
suppuration,  surgeons  actually  advocated  that  this  operation  should  be 
performed  through  an  open  incision.  The  only  possible  objection  to  the 
open  operation  is  that  it  produces  a scar  which  may  contract,  but  this  can 
be  so  arranged  that  it  does  not  really  show  and,  if  done  in  children  as  this 
operation  nearly  always  is,  the  scar  will  become  soft,  supple  and  practically 
unnoticeable  as  time  goes  on. 

The  open  method. — Various  incisions  have  been  employed.  A common 
one  is  an  incision  about  half  an  inch  long  and  about  half  an  inch  above 
the  clavicle,  running  forwards  from  the  posterior  border  of  the  sterno- 


FtG.  32.— I.NCISIONS  FOR  THE  OPERATION  FOR  Wry-Nf.ck.  The  one  on  the  left-hand 
side  is  the  one  first  described  in  the  text,  the  one  on  the  right-hand  side  being  that  men- 
tioned in  the  footnote.  The  curbed  incision  runs  a little  too  far  forward  at  each  end. 


mastoid.  This  is  insufficient  to  expose  the  whole  width  of  the  muscle, 
but,  by  pulling  the  incision  forwards,  the  anterior  part  can  be  seen.  Other 
surgeons  employ  a vertical  incision  along  the  posterior  margin  of  the 
sterno  mastoid  from  the  clavicle  upwards  in  order  to  expose  the  jugular 
vein  as  it  turns  round  behind  the  muscle.  The  vein  is  then  retracted 
and,  by  pulling  the  flap  forward,  the  anterior  part  of  the  sterno-mastoid 
can  be  exposed.  Both  these  incisions  have  objections.  The  transverse 
one  lies  over  the  actual  point  of  division  of  the  muscle,  and  the  scar  is 
very  apt  to  become  puckered  in  the  interval  between  the  divided  ends. 
The  scar  of  a vertical  incision  is  likely  to  contract  and  form  an  ugly 
ridge,  while  at  the  same  time  the  incision  is  a very  awkward  one  through 
which  to  operate.  To  avoid  these  difficulties  we  are  accustomed  to 
employ  a curved  incision  commencing  about  a quarter  of  an  inch  behind 
the  anterior  border  of  the  muscle  and  an  inch  and  a half  above  the 
clavicle  which  is  carried  backwards  and  downwards  over  the  anterior  third 
of  the  posterior  triangle,  curving  forwards  below  over  the  clavicle  to 
about  opposite  the  centre  of  the  sterno-mastoid  (see  Fig.  32).  This  flap 
is  turned  forwards  and  detached  from  the  outer  surface  of  the  sterno- 
mastoid  until  the  anterior  margin  of  the  muscle  is  quite  free.^ 

’ The  incision  above  described  is  of  course  rather  extensive  and  may  be  objectionable 
for  Ecsthetic  rea.sons  in  adolescent  girls ; a modification  of  Kocher’s  incision  for  thyroidectomy, 
namely  an  oblic|ue  incision  lying  along  the  fold  of  the  neck  and  over  the  lower  third  of 
the  sterno-mastoid,  may  be  then  substituted  for  it  with  advantage.  This  gives  good  access 
to  the  muscle,  and  at  the  same  time  can  be  sutured  so  as  to  leave  little  visible  scar. 

PT.  Vl.  I 
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The  external  jugular  vein  is  freed  and  pulled  backwards  and  the  finger 
is  insinuated  beneath  the  sterno-mastoid,  so  as  to  separate  the  latter  and 
its  sheath  from  the  deeper  structures,  until  it  emerges  around  the  anterior 
border.  The  muscle  can  now  be  divided  without  the  least  danger  to 
the  vessels  beneath  which  are  guarded  completely  by  the  finger.  The 
whole  muscle  should  be  divided  obliquely  upwards  and  backwards  from 
the  anterior  margin ; this  prevents  any  wide  separation  between  the  ends. 
Care  must  be  taken  to  see  that  the  sheath  of  the  muscle  formed 
by  the  deep  cervical  fascia  is  divided  to  the  same  extent  as  the  muscle 
itself. 

The  head  is  now  brought  into  a strongly  over-corrected  position 
by  an  assistant  and  the  wound  is  carefully  explored  with  the  finger  to 
ascertain  if  any  contracted  bands  remain  undivided;  these  are  very 
commonly  found.  In  bad  cases  the  deep  cervical  fascia  in  the  neigh- 
bourhood is  strongly  contracted  and  many  bands  require  nicking,  and 
we  have  actually  had  to  divide  the  common  carotid  sheath  before  the 
tension  was  sufficiently  relieved.  As  a rule  the  greatest  difficulty  is  met 
with  when  rotating  the  head  to  the  opposite  side,  as  the  contracted 
bands  are  then  put  most  on  the  stretch.  In  order  to  practise  this 
properly  the  head  of  the  patient  should  be  brought  clear  over  the 
operating  table  and  should  be  rotated  firmly  from  side  to  side  until  it 
rotates  freely.  The  head  should  then  be  bent  over  the  opposite  shoulder 
and  any  tense  muscles  should  be  carefully  kneaded  while  the  patient 
is  still  under  the  anaesthetic  and  before  the  wound  is  stitched  up.  When 
this  has  been  done,  the  wound  is  washed  out  and  stitched  up  without  a 
drainage  tube. 

The  maintetiance  of  reduction. — In  many  cases  that  are  not  of  long 
standing  all  that  is  necessary  after  the  operation  is  to  place  the  patient 
flat  on  the  back  with  the  head  fixed  in  sandbags  for  a few  days  until 

the  wound  has  healed.  In  ten  days  the  stitches  may  be  taken  out, 

and  the  wound  will  be  healed,  and  manipulations,  massage  and  voluntary 
movements  of  the  muscles  can  be  commenced,  these  being  often  quite 
sufficient  without  the  application  of  any  apparatus.  In  many  cases  how- 
ever, and  especially  in  young  children,  some  form  of  apparatus  is  necessary  for 
a time  at  any  rate.  For  the  first  three  weeks  after  the  operation  sufficient 
extension  may  be  made  by  a weight  and  pulley  attached  to  a head-stall, 
catching  the  head  beneath  the  chin  and  the  occiput.  The  head  of  the 
bed  should  be  raised  fairly  high  on  blocks  so  that  the  weight  of  the  body 
acts  as  a counter-extending  force.  A weight  of  3-5  pounds,  according  to 

the  patient’s  age,  will  usually  suffice.  If  the  child  wriggles  about  at  all 

in  bed,  sandbags  should  be  laid  on  either  side  of  the  head  to  fix  it. 

A useful  plan  in  combination  with  this  is  to  hold  the  head  firmly  in 
the  over-corrected  position  and  then  to  apply  plaster  of  Paris  over  the 
affected  side  of  the  head  and  neck.  Several  thicknesses  of  ordinary  house- 
flannel  are  cut  to  a suitable  pattern,  the  outer  ones  impregnated  with 
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plaster  and  bandaged  on ; plenty  of  plaster  should  be  applied,  so  that 
the  apparatus  is  fairly  heavy  and  thus  tends  to  restrain  movement  by  its 
own  weight.  ^Vhen  dry,  the  bandages  may  be  cut  off  and  the  apparatus 
kept  in  position  by  one  or  two  straps  or  handkerchiefs  passed  beneath 
the  opposite  a.xilla.  It  can  be  lifted  off  easily  at  any  time  to  wash  the 
patient,  etc.,  and,  if  well  moulded  to  the  neck  and  made  heavy,  it 
acts  better  than  sandbags  out  of  which  the  child  is  apt  to  wriggle  its 
head. 


Fig.  33. — -Apparatus  for  use  in 
Torticollis.  This  is  applied  after 
division  of  the  sterno-mastoid  muscle. 


After  two  or  three  weeks  the  child  may  be  allowed  to  get  up,  and  then 
in  the  bad  cases  it  is  well  to  employ  some  form  of  apparatus  such  as 
Sayre’s  or  some  modification  of  it  (see  Fig.33  ),  which  consists  of  a circlet, 
passing  round  the  forehead  and  beneath  the 
e.xternal  occipital  protuberance,  attached  to 
the  posterior  part  of  which  on  the  sound 
side,  close  to  the  mastoid  process,  is  a stout 
indiarubber  cord,  the  other  end  of  which 
is  attached  opposite  the  anterior  fold  of  the 
axilla  on  the  same  side  to  a band  passing 
round  the  upper  part  of  the  chest.  This 
keeps  up  a constant  elastic  opposition  to  the 
recurrence  of  the  deformity.  While  this  ap- 
paratus is  being  worn,  massage  and  suitable 
muscular  exercises,  both  active  and  passive, 
should  be  employed  to  soften  the  parts  and 
increase  the  power  of  the  muscles.  The 
apparatus  may  require  to  be  worn  for  several 
months. 

Spasmodic  torticollis. — In  this  condition  there  are  clonic  spasms  of 
the  sterno-mastoid  and  sometimes  of  the  other  muscles  of  the  neck, 
especially  those  in  the  sub-occipital  triangle,  the  spasms  occurring  at  varying 
intervals  and  the  affection  being  sometimes  accompanied  by  a certain 
amount  of  permanent  contracture  of  the  muscle.  The  actual  form  and 
character  of  the  movements  vary  in  different  cases.  Sometimes  the 
spasm  is  regular  and  occurs  comparatively  slowly  and  lasts  for  a long 
time.  In  others  there  is  a very  frequent  and  rapid  twitching  of  the 
muscles. 

The  factors  that  favour  the  occurrence  of  this  spasm  vary.  In  bad  cases 
there  may  be  constant  spasm  whenever  the  head  is  erect ; in  some  it  ceases 
when  the  patient  lies  with  the  head  supported  on  a pillow,  and  we  have 
found  the  same  thing  happen  when  the  patient  stands  up  with  the  head 
against  the  wall.  The  pathology  of  the  condition  is  quite  unknown,  but 
it  is  certain  that,  when  once  started,  it  is  much  increased  by  any  mental 
trouble  or  sudden  noise.  The  spasms  are  not  painful  as  a rule,  but  in 
the  intervals  between  them  there  may  be  tonic  contractions  which  are 
painful. 


132 


THE  SURGICAL  AFFECTIONS  OF  THE  NECK. 


Treatment.  — 'I'his  may  be  divided  into  medicinal  and  operative 
measures. 

(a)  Medicinal. — When  the  condition  is  slight  and  does  not  cause  much 
trouble,  palliative  measures  may  be  adopted  in  the  first  instance.  Any 
source  of  mental  anxiety  must  if  possible  be  removed,  whilst  treatment 
directed  against  any  neurotic  element  should  be  adopted.  Various  nerve 
sedatives,  such  as  the  bromides,  chloral,  or,  in  bad  cases,  subcutaneous 
injections  of  morphine,  may  be  employed,  whilst  the  patient  is  at  the 
same  time  placed  amidst  cheerful  surroundings  and  under  good  hygienic 
conditions. 

The  galvanic  current  is  perhaps  the  most  useful  method  of  local  treat- 
ment, counter-irritation  being  quite  useless.  The  current  should  be  passed 
from  above  downwards  along  the  course  of  the  spinal  accessory  nerve  and 
should  also  be  applied  directly  to  the  muscle.  The  positive  pole  should 
be  placed  over  the  spinal  accessory  high  up,  the  negative  lower  down. 
A very  weak  current  should  be  employed  at  first,  gradually  increased,  and 
there  should  be  a daily  application. 

Another  method  that  is  sometimes  useful  is  a head-rest,  on  the  principle 
that  support  to  the  head  will  often  cause  temporary  cessation  of  the  con- 
vulsions. We  have  treated  one  case  with  great  success  by  providing  a 
photographer’s  head-rest  attached  to  a poroplastic  band  around  the  chest, 
so  that  the  patient  could  rest  his  head  against  it  whenever  he  chose ; the 
head  was  not  fixed  into  the  apparatus.  It  was  very  remarkable  how  the 
spasm  was  moderated  and  often  entirely  ceased  whenever  the  patient  rested 
the  head  back. 

(b)  Operative. — In  severe  cases  and  those  that  resist  this  treatment, 
the  patient’s  comfort  is  so  severely  interfered  with  that  operative  measures 
are  called  for.  These  consist  in  resection  of  the  spinal  accessory  nerve 
together  with  branches  of  the  cervical  plexus  in  the  more  severe  cases. 
Simple  nerve-stretching  has  been  practised,  but  is  of  very  little  value. 
Simple  neurotomy  also  fails  to  give  a good  result,  and  nothing  but  excision 
of  a considerable  portion  of  the  nerve  is  of  any  use.  The  course  of  the 
nerve  after  its  exit  from  the  jugular  foramen  may  be  represented  by  a line 
drawn  at  right  angles  from  the  centre  of  another  line  joining  the  tip  of  the 
mastoid  process  to  the  angle  of  the  jaw.  The  nerve  emerges  from  beneath 
the  posterior  belly  of  the  digastric  muscle,  just  superficial  to  the  transverse 
process  of  the  atlas,  and  runs  downwards  and  backwards  to  pierce  the 
sterno-mastoid  a little  lower  down. 

Neurectomy  of  the  spinal  accessory. — The  patient  lies  upon  the  back 
with  the  head  turned  towards  the  healthy  side  and,  after  the  parts  have 
been  thoroughly  shaved  and  purified,  an  incision  two  inches  long  is  made 
along  the  anterior  border  of  the  sterno-mastoid  from  the  tip  of  the  mastoid 
process  downwards.  The  skin,  superficial  fascia  and  platysma  are  divided, 
the  anterior  border  of  the  sterno-mastoid  is  defined,  the  deep  fascia  of  the 
neck  is  opened,  and  the  muscle  is  drawn  well  backwards  with  retractors. 
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Then  the  digastric  muscle  is  defined  with  the  finger  or  a dissector,  and  the 
spinal  accessory  is  seen  coming  from  beneath  it  on  its  way  to  perforate 
the  sterno-mastoid.  If  there  be  any  difficulty  in  finding  the  nerve,  the 
best  landmark  is  the  transverse  process  of  the  atlas,  immediately  super- 
ficial to  which  the  nerve  will  be  found.  As  a rule,  when  using  the  finger 
or  a dissector  in  this  region,  twitching  of  the  sterno-mastoid  will  be  set  up 
whenever  the  nerve  is  touched.  There  are  no  important  structures  likely 
to  be  damaged  in  this  neighbourhood.  As  soon  as  the  nerve  is  found,  it 
is  hooked  up  clear  from  the  surrounding  structures,  and  as  much  as 
possible  is  removed.  The  wound  is  closed  without  a drainage  tube,  the 
usual  dressings  are  employed,  and  the  head  is  fixed  in  a moulded  collar 
of  gutta-percha  or  the  plaster  of  Paris  splint  recommended  for  congenital 
torticollis  after  operation  (see  p.  13 1).  There  may  be  some  difficulty 
experienced  in  getting  the  head  into  proper  position  from  the  long- 
continued  mal-position  and  the  consequent  shortening  of  the  muscles,  but 
these  should  be  thoroughly  stretched  under  the  anaesthetic ; it  may  be 
necessary  afterwards  to  employ  Sayre’s  apparatus  for  ordinary  torticollis 
(see  Fig.  33),  or  the  head-rest  just  described  (see  p.  132). 

When  the  spasm  is  definitely  limited  to  the  sterno-mastoid  and  the 
trapezius,  the  operation  is  followed  by  great  benefit ; indeed  some  cases  are 
almost  cured.  When  however  other  muscles  of  the  neck  are  implicated, 
partial  improvement  alone  is  seen ; this  however  may  be  quite  sufficient 
to  make  the  patient  comparatively  comfortable,  and  nothing  further  may 
be  necessary. 

Resection  of  the  cervical  nerves. — When  however  there  is  spasm  of  the 
posterior  muscles  of  the  neck,  and  this  persists  after  the  neurectomy  of 


Kir,.  24- — Keen’s  Incision  eok  Resection  of  the  Cehvicai.  Plexus. 


the  spinal  accessory,  the  surgeon  may  again  have  to  interfere  and  divide 
the  nerves  supplying  these  muscles.  In  order  to  paralyse  the  deep 
rotators  of  the  head  the  posterior  branches  of  the  first,  second  and  third 
cervical  nerves  should  be  divided.  Keen  advises  the  following  operation. 
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A transverse  incision  (see  Fig.  34)  is  made  half  an  inch  below  the  level  of 
the  lobule  of  the  ear  extending  from  the  middle  line  posteriorly  forwards  for 
about  three  inches.  The  trapezius  is  divided  throughout  the  length  of 
this  incision,  and  the  surgeon  then  dissects  up  this  muscle  and  finds  the 
great  occipital  nerve  as  it  leaves  the  complexus  and  enters  the  trapezius. 
The  nerve  emerges  from  the  former  muscle  about  half  an  inch  below  the 
incision,  through  the  intermuscular  aponeurosis  of  the  complexus.  The 
complexus  is  divided  transversely  on  a level  with  the  nerve,  and  by 
careful  dissection  the  latter  is  followed  downwards  until  its  origin  from 
the  posterior  division  of  the  second  cervical  is  reached.  A portion  of  this 
is  then  removed.  The  obliquus  inferior  muscle  is  then  identified,  and  the 
sub-occipital  nerve,  which  passes  immediately  above  the  muscle  towards 
the  spine,  is  followed  back.  The  nerve  leaves  the  spinal  canal  between 
the  occipital  bone  and  the  posterior  arch  of  the  atlas  lying  beneath  the 
vertebral  artery.  It  then  enters  the  sub-occipital  triangle,  which  is  bounded 
by  the  obliquus  superior  and  inferior  and  the  rectus  capitis  posticus  major. 
About  an  inch  lower  than  the  sub-occipital  nerve,  and  beneath  the  cbm- 
plexus,  will  be  found  the  external  branch  of  the  posterior  division  of  the 
third  cervical  nerve  which  supplies  the  splenius.  Portions  of  both  these 
nerves  are  removed.  Satisfactory  results  have  followed  this  operation. 


CICATRICIAL  DEFORMITIES  OF  THE  NECK. 

These  require  only  very  short  mention  here  as  their  treatment  does  not 
differ  from  that  for  cicatricial  deformities  elsewhere.  Very  severe  distortion  of 
the  neck  is  not  infrequently  met  with  from  cicatricial  contraction,  such  as 
that  occurring  after  an  extensive  burn  which  pulls  down  the  skin  of  the  neck, 
binds  down  the  chin,  and  pulls  the  head,  to  one  side  so  as  to  produce  a 
condition  closely  resembling  torticollis. 

The  treatment  here  does  not  differ  from  that  of  cicatrices  after  burns 
elsewhere.  Skin-grafting,  following  division  and  removal  of  fibrous  bands,  or, 
if  necessary,  plastic  operations  should  be  adopted,  and  these  have  been  fully 
described  (see  Part  I.,  p.  177). 


INJURIES  OF  THE  NECK. 

Very  little  need  be  said  about  these,  as  the  treatment  is  that  common  to 
similar  affections  elsewhere. 

WOUNDS.— A very  common  form  of  wound  is  “ cut  throat,”  which  has 
already  been  considered  (see  Part  V.,  p.  236). 

Wounds  of  the  large  veins  of  the  neck  are  of  importance  partly 
on  account  of  the  htemorrhage  but  mainly  from  the  risk  of  the  entrance 
of  air  into  the  vein.  This  subject  has  already  been  dealt  with  (see  Part  I., 
p.  142). 


INJURIES. 
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Wounds  of  the  large  arterial  trunks  are  of  course  followed  by 
immediate  death  if  the  vessel  be  divided  in  a wound  of  any  size,  by  the 
formation  of  a false  aneurysm,  an  aneurysmal  varix,  or  a varicose  aneurysm 
when  the  vessel  is  punctured  and  the  skin  wound  closed,  or  by  a true 
aneurysm  when  the  wall  of  the  vessel  is  simply  contused.  The  occurrence  of 
aneurysmal  varix  and  true  aneurysm  following  bruising  of  the  vessel  wall 
has  been  noticed  in  a large  number  of  cases  of  wounds  caused  by  Mauser 
bullets  in  the  recent  South  African  campaign. 

Injuries  of  the  nerves  of  the  neck  may  follow  wounds  or  violent 
blows.  The  most  important  of  these  nerves  is  the  vagus]  unless  this  be 
wounded  in  the  course  of  an  operation  the  injury  is  generally  accompanied 
by  fatal  damage  to  the  vessels.  It  is  remarkable  that  even  the  removal  of 
a large  portion  of  the  vagus  on  one  side  does  not  necessarily  prove  fatal, 
nor  indeed  does  it  seriously  inconvenience  the  patient  (see  p.  24).  Should 
both  pneumogastrics  be  divided,  the  patient  usually  dies  of  pneumonia. 
The  division  of  one  vagus  is  followed  by  paralysis  of  the  vocal  cord  on 
that  side  owing  to  paralysis  of  the  recurrent  laryngeal  nerve. 

Among  other  nerves  which  may  undergo  injury  may  be  mentioned  the 
branch  of  the  spinal  accessory  which  runs  from  the  sterno-mastoid  to  the 
trapezius.  After  piercing  the  former  muscle  a little  above  its  centre  it  runs 
obliquely  downwards  and  backwards  to  the  under  surface  of  the  trapezius 
which  it  joins  at  about  the  junction  of  the  middle  and  the  lower  third.  This 
nerve  is  very  apt  to  be  injured  in  the  removal  of  glands  from  the  posterior 
triangle  and  it  is  so  small  that  attempts  to  bring  its  ends  together  are 
generally  futile.  The  patient  suffers  from  slight  drooping  of  the  shoulder 
afterwards  and  difficulty  in  shrugging  the  shoulders. 

Injuries  to  the  brachial  plexus  may  follow  violent  blows,  and  are  especially 
common  when  the  blow  is  delivered  in  a downward  direction  or  when 
the  arm  is  violently  pulled.  According  to  the  particular  portion  of  the 
plexus  injured  there  will  be  various  paralyses  of  the  upper  arm.  The  same 
structures  may  be  pressed  upon  by  callus  or  compressed  by  cicatricial  tissue, 
as  after  the  passage  of  a bullet.  The  cervical  plexus  may  also  be  similarly 
damaged,  although  much  more  rarely. 

The  thoracic  duct  is  another  of  the  important  structures  in  the  neck 
that  may  sustain  a wound.  This  subject  has  been  fully  dealt  with  already 
(see  Part  II.,  p.  173). 

Treatment. — Of  wounded  vessels. — We  have  already  dealt  fully  with 
the  injuries  to  arteries  and  veins  both  immediately  after  the  accident  and 
subsequently,  when  aneurysm,  aneurysmal  varix,  etc.,  form  (see  Part  II.). 
The  remarks  made  there  apply  to  similar  injuries  in  the  neck. 

Of  injuries  to  the  nerves  of  the  neck. — The  treatment  of  nerves 
that  have  been  divided  in  the  neck  is  of  course  exactly  similar  to  that 
required  for  nerves  similarly  affected  in  other  regions.  As  most  of  the 
nerves  injured  in  this  region  will  be  divided  during  the  course  of  an 
operation,  the  divided  ends  can  usually  be  seen  easily  and,  if  the  nerve 
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damaged  be  of  any  size,  such  as  the  vagus  or  even  the  spinal  accessory, 
an  attempt  may  be  made  to  bring  the  ends  together  by  sutures  in  the 
usual  way  (see  Part  IL). 

Of  injury  of  the  brachial  plexus. — The  brachial  plexus  may  be 
easily  exposed  in  the  neck  by  opening  the  lower  part  of  the  posterior 
triangle.  This  is  best  done  by  making  a curved  incision  (see  Fig.  31) 
commencing  at  the  posterior  border  of  the  sterno-mastoid  muscle  and 
running  backwards  and  somewhat  downwards  to  the  margin  of  the  trapezius, 
when  it  curves  forwards  again  along  the  clavicle  nearly  to  the  sterno-clavicular 
articulation.  The  flap  thus  marked  out  is  dissected  up  and  turned  forwards, 
the  deep  fascia  opened  and  the  omo-hyoid  muscle  exposed.  In  the  upper 
part  of  the  incision  care  must  be  taken  not  to  injure  the  spinal  accessory 
nerve  as  it  runs  back  to  the  trapezius.  The  upper  border  of  the  omo-hyoid 
is  defined  and  freed  and  the  muscle  is  pulled  well  down,  when  the  large 
trunks  of  the  brachial  plexus  will  be  found  lying  immediately  above  it. 
These  can  be  traced  up  to  their  respective  points  of  exit  from  the  spine, 
the  damaged  portions  identified  and  suitable  means  already  described 
for  the  repair  of  the  injury  undertaken  (see  Part  1 1.).  The  flap  is  then 
laid  down  in  position  and  sutured  without  a drainage  tube. 

Of  iiyury  to  the  cervical  plexus. — The  cervical  plexus  may  be 
exposed  by  an  incision  running  for  about  three  inches  along  the  posterior 
border  of  the  sterno-mastoid,  commencing  immediately  below  the  mastoid 
process ; the  lower  part  of  the  incision  must  be  carefully  deepened  so  as 
to  avoid  damaging  the  spinal  accessory  nerve.  ^ The  lesser  occipital  nerve  is 
readily  seen  as  it  winds  round  the  posterior  border  of  the  sterno-mastoid 
and,  by  defining  and  tracing  it  back,  the  plexus  can  be  easily  exposed  after 
separating  the  sterno-mastoid  and  pulling  it  well  forwards.  The  cervical 
plexus  scarcely  ever  requires  exposure  for  injury ; it  may  require  it  for 
persistent  neuralgia. 

RUPTURE  OF  THE  STERNO-MASTOID  MUSCLE.— Partial  or 
entire  rupture  of  this  muscle  is  rare  in  adults  but  is  not  at  all  uncommon 
in  newly  born  children  in  whom  a swelling  is  found  over  the  centre  of  the 
muscle  which  has  all  the  characters  of  a haematoma  and  which  is  probably 
due  to  damage  occurring  during  delivery,  especially  in  cases  of  breech 
presentation.  In  other  cases  the  swelling  is  undoubtedly  of  congenital 
syphilitic  origin.  The  condition  is  mainly  of  importance  because  it  is  very 
apt  to  be  followed  by  wry-neck  (see  p.  126). 

Treatment. — If  there  be  reason  to  suspect  a syphilitic  origin,  the  child 
should  of  course  receive  proper  anti-syphilitic  treatment ; if  not,  the  head 
should  be  fixed  for  two  or  three  weeks  in  a suitable  collar,  and  gentle  friction 
should  be  applied  to  the  swollen  area  after  that  period.  The  swelling  usually 
subsides  in  about  five  or  six  weeks. 


I NFLAM M ATORY  AFFECTIONS. 


137 


INFLAMMATORY  AFFECTIONS  OF  THE  NECK. 

These  are  quite  common.  Boils  and  carbuncles  are  not  infrequently 
met  with  on  the  back  of  the  neck,  particularly  about  the  region  of  the 
collar  where  the  neck  is  being  constantly  rubbed.  Deeper  seated  suppura- 
tions are  sometimes  met  with,  and  the  very  severe  form  known  as  Ludwig’s 
angina  (see  p.  64)  is  not  at  all  uncommon.  Suppuration  in  the 
cervical  g'lands  is  dealt  with  later  (see  p.  139). 

Chronic  abscesses  in  the  neck  are  usually  tuberculous  and  are 
practically  always  associated  with  enlargement  of  the  lymphatic  glands 
or  spinal  disease.  I'hese  are  referred  to  later  (see  p.  144). 

Retro-pharyngeal  abscesses,  both  acute  and  chronic,  which  are 
comparatively  frequent  and  of  considerable  importance,  have  been  fully 
described  (see  p.  79). 


TUMOURS  OF  THE  NECK. 

New  growths  may  occur  in  connection  with  various  structures,  such  as 
the  skin,  muscles,  glands,  fasciae  or  bones  of  the  neck. 

LIPOMA. — The  neck  is  one  of  the  commonest  seats  of  lipoma  and  in 
this  situation  it  is  met  with  in  two  principal  forms,  either  as  the  definite 
encapsuled  variety  or  the  diffuse  lipoma. 

The  diffuse  lipoma  is  particularly  frequent  in  the  neck  and  consists 
of  large  fatty  masses  on  each  side  of  the  nape  of  the  rjeck,  beneath  the 
chin  or  just  above  the  clavicles ; sometimes  the  entire  neck  may  become 
affected.  The  condition  steadily  increases  but  rarely  causes  any  trouble 
beyond  the  deformity,  although  we  have  met  with  a case  in  which  the  nerves 
were  evidently  affected,  and  the  patient  suffered  considerable  neuralgic  pain. 

Treatment. — Attempts  are  sometimes  made  to  remove  the  diffuse 
tumours  either  on  account  of  the  pain  or  to  remedy  the  deformity.  The 
operation  is  however  not  one  to  be  lightly  undertaken  as  it  is  exceedingly 
difficult  to  dissect  away  all  the  newly-formed  fat  and  there  is  a great 
tendency  to  recurrence  unless  this  can  be  done.  It  is  easy  no  doubt  to 
distinguish  between  the  newly-formed  and  the  normal  fat  by  the  greater 
denseness  of  the  former,  which  presents  a gristly  feel  on  incision ; but  the 
diffuse  lipoma  possesses  no  capsule  and  it  is  very  difficult  to  make  sure 
that  all  has  been  taken  away.  All  this  fat  should  be  removed  in  all 
directions  until  the  normal  soft,  semi-fluid  fat  is  reached.  The  cutaneous 
nerves  will  no  doubt  have  to  be  sacrificed.  The  operation  is  not  likely 
to  be  followed  by  more  than  temporary  benefit  for  the  reasons  we  .have 
mentioned  and  on  the  whole  it  is  probably  best  not  to  interfere  unless 
there  be  much  pain.  At  the  same  time,  if  the  patient  be  much  annoyed  by 
the  disfigurement  and  begs  for  operation,  it  may  be  done,  but  he  should 
be  warned  of  the  liability  of  recurrence,  llie  ordinary  encapsuled  variety  of 
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lipoma  is  treated  as  in  other  situations,  and  recurrence  after  the  operation 
should  not  of  course  take  place. 

Various  other  tumours  occur  in  the  neck,  such  as  fibroma,  myxoma  and 
sarcoma.  Cysts  are  also  met  with  and  the  most  common,  the  branchio- 
genic  cyst,  has  already  been  described  (see  p.  123).  Enlarged  bursae  about 
the  hyoid  bone  are  also  met  with  (see  Part  V.,  p.  233).  Cysts  either  of 
the  thyroid  or  the  accessory  thyroid  are  fairly  common  ; these  are  separately 
described  (see  Chap.  X.).  Blood  cysts  also  occur,  as  do  air  cysts,  which 
are  merely  diverticula  from  the  pharynx  in  which  the  opening  is  too  small 
to  admit  food  but  allows  the  entry  of  air,  so  that  the  pharyngeal  pouch 
becomes  distended  and  forms  a tympanitic  swelling  in  the  neck  which  is 
easily  emptied  on  pressure.  The  treatment  is  the  same  as  for  a pharnygeal 
diverticulum  (see  p.  66). 

CYSTIC  HYGROMA. — This  is  in  reality  a lymphangioma  which  is 
undergoing  cystic  degeneration  and  is  practically  always  congenital.  The 
tumour  is  a lobulated  multilocular  mass,  often  of  great  size  and  fluctuating 
in  parts ; there  are  usually  a number  of  cysts  which  do  not  necessarily 
communicate.  It  is  situated  beneath  the  deep  cervical  fascia,  sometimes  in 
the  submaxillary  region,  at  o'thers,  in  the  lower  end  of  the  posterior 
triangle  or  sometimes  in  the  interval  between  these.  The  lymphatic  vessels 
in  the  vicinity  are  usually  dilated. 

Treatment. — This  is  very  difficult.  The  treatment  commonly  recom- 
mended, namely,  injection  of  the  cysts  vvith  iodine,  has  little  or  no  effect 
when  the  tumour  is  multilocular.  On  the  other  hand,  incision  into  the 
lymphangiomatous  mass  often  leads  to  an  acute  attack  of  inflammation 
which,  if  septic,  may  be  fatal.  Even  with  the  greatest  care,  bacteria  are 
apt  to  get  into  the  wound  and,  although  in  the  ordinary  tissues  they  would 
do  no  harm,  under  these  circumstances  they  may  possibly  develop  and 
serious  inflammation  may  result.  Therefore,  unless  the  tumour  be  increasing 
rapidly  or  be  causing  marked  symptoms,  it  is  well  not  to  interfere,  especi- 
ally in  very  young  children  in  whom  restlessness  might  interfere  with  the 
proper  maintenance  of  the  dressings.  If  possible,  the  case  should  be  left 
alone  until  the  patient  has  grown  up,  when  the  tumour  may  be  removed. 
In  practising  removal,  care  should  be  taken  to  carry  the  dissection  well 
beyond  the  tumour  in  all  directions  if  possible,  so  as  not  to  leave  any  of 
the  dilated  lymphatics  behind.  No  special  rules  can  be  given  for  the 
operations.  They  are  often  exceedingly  tedious  and  difficult,  as  the  mass 
spreads  between  the  various  important  structures  in  the  neck  and  the 
position  of  all  of  these  has  to  be  remembered  in  order  that  they  may  not 
be  injured. 


CHAPTER  IX. 


THE  SURGICAL  AFFECTIONS  OF  THE  CERVICAL  GLANDS. 

These  are  among  the  most  common  and  the  most  important  affections 
of  the  neck  and  are  various  in  nature.  Thus  tuberculosis,  syphilis,  secondary 
carcinomatous  or  sarcomatous  disease  or  primary  lymphadenoma  or  lympho- 
sarcoma of  the  glands  may  be  met  with. 

ACUTE  ADENITIS. 

Acute  adenitis  is  caused  by  irritation  of  the  mucous  or  cutaneous 
surface  drained  by  the  glands  and  passes  off  when  the  irritation  is  at  an 
end.  Enlargement  of  the  cervical  glands  in  association  with  tonsillitis  or 
other  inflammations  about  the  throat  and  mouth  is  extremely  common,  as  it 
also  is  after  irritation  of  the  skin  by  boils,  pediculi,  etc.,  but,  unless  the  inflam- 
mation be  purulent  or  the  patient  be  the  subject  of  tuberculous  disease,  the 
mischief  rapidly  subsides.  In  neglected  or  very  acute  cases  however 
suppuration  may  occur. 

Suppuration. — When  this  is  the  case,  the  symptoms  will  vary  according  to 
the  situation  of  the  gland  or  glands  affected  and  may  be  very  acute.  As 
a rule  one  or  two  glands  only  are  implicated  and  the  abscess  is  situated 
in  the  first  instance  in  the  interior  of  the  gland  capsule,  but  suppurative 
peri-adenitis  soon  occurs  accompanied  by  very  considerable  induration  of 
the  surrounding  tissues. 

Treatment. — In  the  ordinary  acute  nonsuppta-ative  adenitis  little  need 
be  done  beyond  relieving  the  pain  by  frequent  hot  fomentations,  which 
should  be  surrounded  with  a large  mass  of  hot  cotton-wool  which  also 
serves  the  purpose  of  a splint  and  keeps  the  head  and  neck  at  rest. 
^Vhen  the  acuter  stage  has  passed  off,  the  application  of  glycerinum  bella- 
donnae  to  the  surface  is  sometimes  useful.  Should  there  be  any  delay 
in  the  disappearance  of  the  swelling,  gentle  massage  may  be  beneficial. 

When  suppuration  occurs,  the  abscess  must  of  course  be  opened.  It 
is  well  to  remember  however  that  it  is  not  advisable  to  cut  into  the 
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suppurating  cervical  glands  on  the  first  appearance  of  symptoms  of  suppura- 
tion. The  pus  in  the  early  stages  is  often  deeply  seated  in  the  gland, 
which  is  very  considerably  enlarged,  or  it  may  be  outside  the  capsule, 
and  the  result  of  making  an  incision  is  to  leave  the  gland  still  much 
enlarged  and  inflamed,  and  this  takes  a long  time  to  subside.  A 
much  better  plan  is  to  apply  fomentations  in  the  first  instance  until  the 
suppuration  has  occurred  practically  throughout  the  affected  gland,  as  will 
be  evidenced  by  free  fluctuation  ; when  this  is  the  case,  an  incision  shows 
that  the  gland  is  almost  entirely  destroyed  leaving  a cavity  which  heals 
rapidly.  If  an  incision  be  made  into  a gland  supposed  to  be  the  seat  of 
suppurative  adenitis  and  if  only  very  little  or  no  pus  be  found,  the  best 
plan  is  to  proceed  to  enucleate  the  gland  at  once,  either  with  a knife  or 
a sharp  spoon,  so  as  to  shorten  the  after-progress  of  the  case.  The  wound 
will  then  heal  rapidly  and  all  the  signs  of  inflammation  will  subside. 

When  opening  abscesses  in  the  anterior  triangle  care  must  be  taken 
not  to  damage  important  structures,  and  it  is  here  that  Hilton’s  method 
(see  Part  I.,  p.  27)  is  particularly  applicable;  the  parts  are  always  so 
matted  by  inflammation  that  cutting  into  the  abscess  may  be  attended 
with  very  serious  results.  In  operating  upon  women  the  incision  should 
be  made  as  small  as  possible  and  planned  so  as  to  be  as  inconspicuous 
as  may  be. 

A condition  of  so-called  “ simple  lymphoma,”  or  persistent  enlargement 
of  glands  after  an  inflammatory  attack,  has  been  described,  but  it  is  very 
doubtful  whether  it  exists  independently  of  tuberculous  disease.  The 
probability  is  that  this  is  the  essential  nature  of  the  condition,  the 
tubercles  however  being  few  in  number  and  not  undergoing  caseous 
degeneration. 


TUBERCULOSIS  OF  THE  CERVICAL  GLANDS. 

This  is  the  commonest  and  most  important  affection  of  the  cervical 
glands,  and  may  occur  in  any  of  the  glands,  but  is  most  common  in  the 
anterior  triangle ; the  irritation  producing  the  enlargement  of  the  gland 
or  the  point  of  entrance  of  the  tubercle  bacilli  is  undoubtedly  most 
frequently  in  the  mouth  or  throat. 

Pathology. — It  is  usual  to  assume  that  the  adenitis  follows  the  entrance 
of  the  tubercle  bacilli  into  the  glands  and  that  in  their  turn  the  bacilli 
always  come  from  a local  source  about  the  tonsil,  throat,  etc.  We  are 
of  opinion  that  in  many  cases  the  adenitis  precedes  the  tuberculous  infection, 
and  that  the  bacilli  very  often  gain  entrance  from  the  blood.  For  example, 
an  acute  inflammation  about  the  throat  or  mouth  may  lead  to  a cervical 
adenitis,  which,  not  being  infected  with  pyogenic  organisms,  does  not  go  on 
to  suppuration ; as  the  primary  irritation  ceases,  so  the  gland  gets  smaller ; 
but  in  a susceptible  patient  in  whom  tubercle  bacilli  are  present,  the  latter 
may  be  deposited  in  this  inflamed,  and  therefore  weakened,  gland  so  that  it 
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may  again  enlarge  after  a time  and  become  a tuberculou.s  gland.  This  is 
also  probably  the  method  of  infection  of  the  glands  following  sores  on  the 
head  or  those  resulting  from  the  irritation  caused  by  pediculi,  and  is  a 
simpler  explanation  than  supposing  that  the  bacilli  enter  from  the  skin. 

The  irritations  which  may  give  rise  to  enlargement  of  the  glands  are 
very  various.  Perhaps  one  of  the  most  frequent  is  carious  teeth  and  it  has 
been  presumed  that  the  bacilli  enter  the  tissues  about  the  root  of  the  tooth. 
Nevertheless,  when  the  latter  is  removed  the  cavity  heals  completely  and  yet 
the  glands  remain  enlarged, — a point  in  favour  of  the  view  just  enunciated. 
Tuberculous  glands  in  the  neck  also  frequently  follow  enlargement  of  the 
tonsils,  which  in  some  cases  are  found  to  be  tuberculous ; in  many  how- 
ever, even  in  phthisical  patients,  bacilli  are  not  found  in  the  enlarged  tonsils, 
so  that  there  is  no  definite  proof  that  they  gain  access  in  this  way. 

Enlargement  of  the  glands  is  more  common  in  the  anterior  triangle  than 
in  the  posterior  or  the  submaxillary  triangles.  When  the  anterior  triangle 
is  affected,  the  enlargement  rapidly  spreads  backwards  beneath  the  sterno- 
mastoid  and  upwards  and  downwards  along  the  course  of  the  vessels. 

Clinical  characters. — There  are  great  variations  in  the  number  and 
size  of  the  glands  affected,  in  the  rapidity  and  progress  of  the  disease  and 
in  the  tendency  to  softening  and  abscess  formation.  From  the  point  of 
view  of  treatment  it  is  well  to  divide  the  cases  met  with  into  five  large 
clinical  groups  ; 

1.  The  glands  may  remain  small  and  hard  and  are  not  sufficiently  large 
to  produce  deformity  and  have  no  marked  tendency  to  softening.  These 
glands  are  usually  freely  movable  and  there  is  no  peri-adenitis  causing  matting 
of  the  glands  to  the  surrounding  tissues.  Other  glands  slowly  become 
involved  but,  unless  some  acute  intercurrent  mischief,  such  as  sore-throat, 
occurs,  they  tend  to  get  gradually  smaller.  After  an  acute  attack  of  this 
kind  however,  sudden  increase  in  size  and  suppuration  may  occur  in  one 
or  more  of  the  glands  and  the  mischief  may  run  an  acute  course. 

2.  In  other  cases  the  glands  enlarge  either  steadily  or  by  fits  and  starts 
until  they  attain  a very  large  size  and  many  glands  are  involved,  so  that 
marked  deformity  is  produced.  This  condition  is  generally  bilateral  although 
it  is  often  more  extensive  on  one  side  and  it  may  persist  for  a long  time 
without  suppuration,  the  glands  remaining  meanwhile  more  or  less  mobile 
and  discrete.  The  disease  tends  to  spread  by  direct  continuity  from  the 
neck  to  the  axilla.  The  patient  usually  is  of  a pasty  complexion  and  the 
general  health  is  poor.  The  glands  on  removal  are  generally  found  to  be 
converted  into  large  cheesy  masses  some  of  which  show  calcareous  nodules. 
Some  may  appear  quite  normal  to  the  naked  eye,  but  under  the  microscope 
they  always  contain  tubercles  and  tuberculous  tissue. 

3.  In  the  third  variety  the  disease  is  more  acute  and  is  prone  to  end 
in  suppuration.  The  affection  may  be  limited  to  a small  group  of  glands 
but  the.se  enlarge  very  rapidly.  Peri-adenitis  sets  in,  and  the  glands  are 
matted  together  and  to  the  adjacent  tissues ; suppuration  occurs  early. 
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Abscess  after  abscess  may  form  if  the  case  be  left  alone,  and  numerous 

sinuses  and  unsightly  ulcers  often  occur  The  sinuses  may  burrow  in  various 

directions,  into  the  submaxillary  triangle  and  down  along  the  anterior  and 
posterior  triangles. 

4.  When  the  case  first  comes  under  notice  there  may  be  advanced 

suppuration  in  the  glands  but  the  abscess  may  not  have  burst  externally. 

An  abscess  of  this  kind  may  either  be  beneath  the  deep  fascia,  in  which 

case  it  is  often  fairly  large  and  may  occupy  only  a portion  of  the  enlarged 
glandular  mass  or  it  may  have  perforated  the  fascia,  forming  a subcutaneous 
abscess  with  thin  red  skin  over  it.  In  other  cases  it  may  be  more  or  less 
limited  to  one  gland  which  may  have  broken  down  completely,  so  that 
there  is  practically  only  a bag  of  pus. 

5.  Finally  cases  are  met  with  where  an  abscess  has  formed  and  has 
burst  spontaneously  or  has  been  opened,  and  sinuses  remain.  These  sinuses 
may  be  numerous  or  single.  They  lead  down  through  a hole  in  the  fascia 
to  the  remains  of  the  glandular  mass  and  at  the  bottom  of  the  sinus  there 
is  generally  a quantity  of  cheesy  and  often  calcareous  material  and  broken- 
down  gland  tissue  that  cannot  escape.  The  skin  around  the  orifice  of  the 
sinus  becomes  the  seat  of  a tuberculous  ulcer  and  ultimately  there  may  be 
a large  sore  with  undermined  edges. 

Treatment. — (a)  Medical. — Medical  treatment  should  be  employed  in 
all  cases  and  in  some  it  should  be  persevered  in  for  a considerable  time  to 
the  exclusion  of  surgical  measures,  whilst  in  others  the  question  of  operation 
in  addition  must  arise  at  quite  an  early  period.  Plenty  of  country  or  seaside 
air,  as  much  sunshine  as  possible  and  a nourishing  diet  combined  with  the 
administration  of  cod-liver  oil  are  the  chief  points.  ■ Arsenic  is  very  valuable 
in  some  cases  and  may  be  prescribed,  when  the  patient  can  take  it,  in  doses 
gradually  increased  from  one  minim  up  to  ten  or  more  according  to  the  age 
of  the  child.  The  head  should  always  be  placed  at  rest  as  far  as  possible ; 
various  collars  are  sold  for  this  purpose.  In  rapidly  progressing  cases  it 
may  even  be  advisable  to  mould  a splint  from  the  shoulders  to  the  chin 
and  occiput  so  as  to  check  the  lateral  movements  of  the  head.  Local 
applications  such  as  mercurial  or  potassium  iodide  ointments,  tincture  of 
iodine,  etc.,  are  always  practically  useless  and  may  indeed  be  mischievous 
when  the  glands  are  superficial  and  are  breaking  down.  In  all  cases 
very  careful  search  must  be  made  for  any  possible  primary  focus  such  as 
enlarged  tonsils,  carious  teeth,  sores  about  the  head,  ears,  etc.,  and  these 
should  receive  appropriate  treatment  at  the  outset. 

The  patient  must  be  carefully  watched,  as  in  no  case  should  medical 
treatment  alone  be  persisted  in  when  it  is  evident  that  suppuration  is  taking 
place.  The  sooner  the  glands  are  excised  then  the  better,  because  delay 
only  increases  the  difficulty  of  the  operation  owing  to  the  matting  of  the 
tissues  from  the  inflammation  around.  Patients  should  never  be  sent  off 
into  the  country  to  come  back  in  six  or  eight  months’  time ; they  should 
be  seen  at  fairly  frequent  intervals  such  as  a month,  and  operative  measures 
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should  be  adopted  on  the  earliest  sign  of  suppuration.  The  following  may 
be  taken  as  the  chief  indications  for  operation  : 

1.  When  there  is  no  diminution  in  the  size  of  the  glands  after  the  lapse 
of  two.  or  three  months  under  the  most  favourable  conditions  and  under 
careful  treatment  on  the  above  lines,  and  when  there  are  large  masses  of 
glands  giving  rise  to  marked  deformity. 

2.  When,  in  spite  of  the  above  measures,  further  glands  are  obviously 
becoming  infected. 

3.  \\Ten  the  enlarged  glands,  which  at  the  commencement  of  treat- 
ment were  quite  discrete  and  movable  one  upon  the  other,  are 
becoming  steadily  matted  together,  and  especially  when  the  skin  is 
becoming  adherent  to  the  glandular  mass. 

4.  W'hen  signs  of  softening  areas  are  evident  in  the  enlarged  mass ; 
this  indicates  the  onset  of  suppuration. 

5.  When  sinuses  are  present. 

(b)  Operative. — The  operative  procedures  may  be  either  excision  or 
scraping.  The  aim  of  excision  is  to  remove  along  with  the  glands  actually 
enlarged  all  those  that  may  be  possibly  infected,  and  to  do  this  so  widely  as 
to  avoid  recurrence.  Therefore  all  the  smaller  glands  in  the  vicinity 
of  the  enlarged  mass  should  be  removed  and,  even  in  comparatively 
limited  cases,  tbe  operation  to  be  effectual  must  be  pretty  extensive.  Scraping 
on  the  other  hand  only  affects  the  individual  gland  or  glands  that  are 
breaking  down,  whilst  others  that  are  also  affected  are  left  untouched.  It 
is  no  doubt  true  that  the  latter  may  subside  when  the  original  suppurating 
gland  has  been  got  rid  of  and  that  the  disease  may  thus  be  cured ; on  the 
other  hand,  it  is  far  more  likely  that  they  will  rapidly  enlarge  and  necessitate 
repeated  operations.  This  method  has  its  uses  in  certain  cases,  but  it  ranks 
far  below  excision  in  value.  We  shall  consider  the  treatment  appropriate  to 
the  five  clinical  classes  already  described  in  the  first  place  and  shall 
afterwards  describe  in  detail  the  steps  of  the  operation  for  removal  of 
the  glands. 

1.  When  the  glands  remain  small  and  hard,  do  not  produce  much 
deformity  and  betray  no  marked  tendency  to  softening,  the  case  may  be 
watched  for  a time  under  appropriate  medical  treatment  (^ide  supra)  and, 
unless  the  disease  becomes  active,  there  is  no  need  for  operative  inter- 
ference. As  long  as  the  glands  remain  quiescent  there  is  probably  no 
great  danger  of  dissemination  of  the  disease  and  they  may  be  left  alone 
without  fear. 

2.  When  there  is  marked  enlargement  of  the  glands  with  considerable 
deformity  or  when  the  affected  glands  are  numerous  and  the  disease  is 
extending,  operation  is  generally  required.  'When  the  disease  has  reached 
this  stage,  absorption  is  not  the  rule,  and  not  only  does  the  unsightly 
deformity  remain  but  there  is  a tendency  for  the  disease  to  spread  and  the 
ordinary  medical  mea.sures  seem  to  have  little  influence.  Here  the  only 
possible  operative  procedure  is  excision ; scraping  would  of  course  be  utterly 
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futile  as  numerous  glands  are  affected  and  it  is  quite  impossible  to  remove 
the  disease  effectually  with  a spoon.  Indeed  the  excision  itself  must  be 
very  free  if  it  is  to  be  of  any  use,  and  it  may  have  to  be  repeated  should 
the  glands  beyond  the  area  of  the  first  operation  enlarge  subsequently. 

3.  When  the  glandular  trouble  is  very  acute  and  rapidly  goes  on  to 
adhesion  of  the  skin  and  structures  over  it,  it  is  very  important  that  operative 
measures  should  be  employed  before  any  definite  abscess  has  occurred  if 
the  best  results  are  to  be  obtained.  While  these  cases  sometimes  subside 
under  careful  treatment,  the  majority  rapidly  break  down  and  fairly  extensive 
suppuration  occurs ; hence  they  should  be  closely  watched  for  this  com- 
plication. It  is  very  seldom  here  that  only  one  gland  is  enlarged,  and 
scraping  is  of  little  use  as  it  only  deals  with  the  particular  gland  penetrated 
by  the  instrument.  There  are  no  doubt  cases  in  which  it  may  be  possible 
to  push  the  instrument  from  one  gland  to  the  other,  but  the  result  is  very 
unsatisfactory  as  all  the  tuberculous  material  is  not  removed  from  the  gland 
by  the  scraper,  while  smaller  glands  are  left  untouched  and  will  often  enlarge 
very  rapidly  after  the  irritation  caused  by  the  scraping  of  the  glands  in  the 
neighbourhood.  The  result  is  that  a sinus  remains  along  the  track  of  the 
scraper  and  causes  considerable  trouble.  Hence  we  should  strongly  advise 
complete  excision  in  these  cases  as  in  the  previous  ones;  not,  as  has  been 
advocated  by  some,  merely  excision  of  the  main  mass  of  glands  accompanied 
by  scraping  of  any  portions  adherent  to  the  vessels,  but  clean  and  complete 
removal  of  the  entire  infected  area. 

4.  When  suppuration  is  occurring  in  the  glands,  the  cases  may  be 
arbitrarily  divided  up  into  three  groups  : (a)  The  abscess,  after  bursting 
through  the  fascia,  may  form  a comparatively  limited  swelling  beneath  the 
skin.  In  these  cases  complete  excision  of  the  gland  and  of  the  abscess  may 
be  performed  in  the  manner  described  immediately,  an  oval  piece  of  the 
skin  being  removed  with  the  abscess.  (l>)  The  abscess  in  the  gland  may 
have  burst  through  the  fascia  and  have  formed  a large  swelling  beneath  the 
skin,  which  is  very  markedly  thinned  over  it.  Here  the  operation  sketched 
out  above,  namely  complete  removal  of  the  abscess,  gland  and  skin  affected 
would  entail  a gap  that  it  would  be  difficult  to  close  and  the  scar  of  which 
would  be  very  unsightly.  It  is  therefore  probably  best  merely  to  open  the 
abscess  in  the  first  instance  and  three  or  four  weeks  later,  when  the  skin 
has  recovered  and  merely  a sinus  is  left,  to  treat  the  case  as  one  falling 
under  the  next  heading  of  tuberculous  glands  accompanied  by  a sinus.  In 
some  cases  where  the  mischief  is  extremely  localised  it  may  suffice  for  a 
cure  to  open  the  abscess  and  scrape  out  the  gland.  In  most  cases  however 
a sinus  is  left  and  fresh  glandular  swelling  appears  and  the  case  must  be 
treated  as  above,  (c)  An  abscess  may  be  present  which  has  not  yet  burst 
through  the  deep  fascia.  If  the  affection  be  limited  to  one  or  two  glands 
only  it  may  be  feasible  to  wait  and  allow  the  abscess  to  increase  in  size 
until  it  is  probable  that  the  gland  has  become  completely  broken  down,  and 
then  the  abscess  cavity  may  be  opened  and  scraped,  iodoform  and  glycerine 
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emulsion  injected  and  the  wound  stitched  up  again.  This  of  course  is 
a very  satisfactory  operation  from  the  point  of  view  of  scarring.  When 
it  can  be  done,  a small  incision  behind  the  posterior  margin  of  the  sterno- 
mastoid  will  suffice,  and  the  resulting  scar  is  practically  invisible.  It  is 
however  only  available  in  a very  few  cases,  as  it  is  useless  when  a large  mass 
of  glands  is  undergoing  suppuration.  In  these  cases  a sinus  will  form  and 
the  glandular  area  will  have  to  be  excised. 

5.  \Vhen  the  enlarged  glands  are  accompanied  by  sinuses,  excision  is 
undoubtedly  the  best  method  whenever  it  can  be  adopted,  and  it  should 
always  be  carried  out  when  there  are  not  more  than  two  or  three  sinuses 
along  the  line  of  the  incision  necessary  for  the  operation  upon  the  glands. 
When  however  there  are  numerous  sinuses  in  different  directions,  this  would 
involve  a number  of  incisions  and  the  removal  of  a considerable  cutaneous 
area  in  order  to  completely  extirpate  the  disease,  and  therefore  thorough 
scraping  of  the  sinuses  and  the  glands  at  the  bottom  of  them,  followed  by 
the  application  of  undiluted  carbolic  acid  to  the  raw  surface,  is  the  best 
treatment. 


Fig.  3^.—Incisions  for  Removal  of  Tuberculous  Glands  from  the  Neck. 

The  incision  alone  the  anterior  margin  of  the  sterno-mastoid  often  suffices.  The 
dotted  line  shows  tne  extension  of  the  incision  that  may  be  required  to  clear  the  sub* 
maxillary  region  at  the  same  operation. 

The  method  of  operating  upon  tuberculous  glands  in  the  neck. — In 
operating  for  enlarged  cervical  glands  the  incision  will  vary  according  to 
the  extent  and  situation  of  the  disease  and  to  other  circumstances.  The  one 
we  most  commonly  employ  when  the  anterior  triangle  is  chiefly  affected 
commences  over  the  anterior  margin  of  the  sterno-mastoid  muscle  about 
an  inch  below  the  lobule  of  the  ear  and  runs  downwards  along  the  anterior 
PT.  VI.  K. 
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border  to  a point  opposite  the  cricoid  cartilage  (see  Fig.  35).  In  women 
or  in  cases  where  the  disease  is  not  very  extensive  the  incision  need  not 
run  quite  so  low.  Another  incision  that  is  sometimes  employed  in  similar 
circumstances,  where  it  is  important  that  the  scar  should  be  as  little 
noticeable  as  possible,  is  a shorter  curved  incision  which  falls  more  into 
the  natural  folds  of  the  neck,  commencing  a little  lower  and  further  back 
than  the  one  just  described,  and  curving  downwards  and  forwards  until 
it  ends  close  to  the  larynx  at  or  above  the  level  of  the  middle  of  the 
thyroid  cartilage  (see  Fig.  36).  The  elasticity  of  the  skin  allows  of  enough 


retraction  to  get  good  access  to  the  glands.  Should  an  abscess  be  present, 
the  incision  must  be  so  planned  as  to  include  the  thin  skin  over  it. 

When  the  glandular  area  requiring  removal  is  very  extensive,  and  both 
anterior  and  posterior  triangles  are  involved,  the  incision  suggested  by 
Dr.  Beatson  of  Glasgow  (see  Fig.  37)  is  very  useful,  and  gives  a scar  that 
is  hardly  noticeable.  This  commences  over  the  anterior  triangle  just  in 
front  of  the  sterno-mastoid  muscle  at  a point  opposite  the  angle  of  the 
jaw  and  runs  backwards,  curving  down  along  the  anterior  margin  of  the 
trapezius  until  the  lower  part  of  the  posterior  triangle  is  reached,  when  it 
curves  forwards  again  to  the  anterior  edge  of  the  sterno-mastoid  just  near 
the  sterno-clavicular  articulation.  A large  flap  is  thus  turned  forwards,  and 
free  access  can  be  obtained  to  both  the  anterior  and  posterior  triangles, 
whilst  the  scar  is  scarcely  noticed  from  the  front  and  the  greater  part 


Fig.  36. — Oblique  Incision  for  the  Removal  of  Tuberculous  Glands  in  the 
Neck.  This  lies  almost  entirely  along  the  natural  folds  of  the  neck,  and  the  scar  is 
hardly  noticeable. 
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of  it  is  readily  concealed  by  the  hair  above  and  the  collar  of  the  dress 
below. 

Before  making  the  incision  the  most  scrupulous  purification  of  the 
region  must  be  carried  out,  as  septic  infection  in  these  operations  would 
be  disastrous.  The  hair  is  shaved  from  above  the  ear  well  back  to  the 
occipital  pfotuberance  when  the  glands  are  enlarged  at  all  high  up  and  a 
sterilised  towel  is  wrapped  around  the  head  (see  Part  L,  p.  109)  so  as  to  keep 
the  hair  well  out  of  the  way  of  the  operator.  The  neck  is  extended  over  a 
sandbag  and  the  head  turned  well  over  to  the  opposite  side,  and  it  is  well  to 
shut  off  the  mouth  by  covering  the  side  of  the  face  on  the  affected  side  with  a 
sterilised  towel,  in  order  to  prevent  possible  contamination  from  saliva,  etc. 


Fig.  37.— Beatson’s  Incision  for  Tudercui.ous  Glands  in  the  Neck.  It  can  be 
made  to  commence  as  high,  or  to  terminate  as  low  in  the  neck  as  may  be  wished. 


After  the  skin  arid  superficial  fascia  have  been  turned  aside,  whatever 
be  the  incision  employed,  the  anterior  edge  of  the  sterno-mastoid  is  exposed 
throughout  the  whole  length  of  the  incision  and  the  deep  fascia  is  cleared 
from  all  the  tissues  in  front  of  it  but  not  opened.  When  the  curved  incision 
represented  in  P'ig.  36  is  employed  it  is  well  to  detach  the  skin  and  fat 
below  the  wound  for  some  distance  and  to  pull  the  soft  parts  as  far  down 
as  possible  with  a retractor. 

The  next  step  in  the  operation  is  to  incise  the  deep  fascia  at  the  lower 
part  of  the  wound  close  to  the  edge  of  the  sterno-mastoid  and  to  define 
the  jugular  vein.  This  is  in  fact  the  key  to  the  operation,  as  the  glands 
always  lie  close  to  the  jugular  and  are  often  adherent  to  its  sheath,  and  if 
attempts  be  made  to  remove  them  without  previously  defining  the  vein 
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great  trouble  may  be  experienced.  The  vein  i.s  therefore  exposed  well 
below  the  area  of  glandular  enlargement  and  the  sheath  divided  so  that  a 
blunt  instrument  and  subsequently  the  finger  can  be  insinuated  between 
the  vessel  and  the  mass  of  glands,  which  is  peeled  off  it  in  the  upward 
direction.  Should  the  vein  be  very  adherent,  as  may  be  the  case  when  the 
glands  are  much  matted  together  and  are  suppurating,  this  procedure  may 
be  very  difficult,  as  rupture  of  the  tuberculous  mass  may  readily  occur ; 
under  these  circumstances  it  is  best  to  ligature  the  vein  below  in  two  places 
and  divide  it  between.  The  upper  end  of  the  vessel  can  then  be  pulled 
upwards  in  one  piece  with  the  enlarged  glands  and  separated  easily  from 
the  artery  and  vagus  nerve.  The  loss  of  the  vein  apparently  makes  no 
difference  to  the  patient,  whilst  it  is  most  important  in  facilitating  the 
operation ; it  both  renders  it  easier  and  minimises  the  risk  of  recurrence. 

The  further  steps  of  the  operation  are  practically  identical  with  those 
already  fully  described  in  connection  with  removal  of  malignant  glands 
from  the  same  situation  (see  p.  53),  viz.  the  exposure  and  ligature  of  the 
jugular  vein  as  just  described,  separation  of  the  tissues  in  front,  with  ligature 
of  the  veins  passing  back  to  the  mass,  exposure  of  the  spinal  accessory 
nerve,  ligature  of  the  jugular  vein  above,  the  careful  and  complete  removal 
of  all  fat  and  glands  above  the  spinal  accessory  nerve  and  beneath  the 
upper  part  of  the  sterno-mastoid.  As  much  as  possible  of  the  fat  and 
glands  beneath  the  muscle  lower  down  should  also  be  removed ; indeed,  a 
considerable  portion  of  the  posterior  triangle  can  often  be  cleared  out 


Fig.  38. — Kocher’s  Forceps  for  the  Removal  of  Glands.  The  gland  is  encircled 
by  the  ring  of  the  forceps,  while  the  prongs  prevent  the  instrument  from  slipping. 

through  this  incision  if  necessary.  AVhen  the  glands  are  more  or  less 
separate,  deeply-seated  and  difficult  to  grasp  properly  in  the  fingers,  the 
special  gland  forceps  shown  in  Fig.  38  may  be  usefully  employed. 

It  IS  well,  after  having  cleared  the  tissues  for  some  distance,  to  define 
the  point  of  exit  of  the  spinal  accessory  nerve  from  the  sterno-mastoid  as 
it  runs  across  the  posterior  triangle  to  the  trapezius  muscle,  and  to  preserve 
this  from  injury.  In  this  way  a quantity  of  glands  and  fat  may  be  pulled 
out  from  the  posterior  triangle,  and  in  the  majority  of  cases  a second 
incision  along  the  posterior  border  of  the  sterno-mastoid  can  be  avoided. 

As  has  been  already  remarked  in  reference  to  removal  of  malignant 
glands  in  the  neck,  division  of  the  upper  end  of  the  sterno-mastoid  exposes 
the  region  much  more  thoroughly.  This  is  not  so  necessary  for  tuber- 
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culous  glands,  but  when  the  glands  are  very  adherent  it  may  help 
considerably. 

It  is  well  to  bear  in  mind  that  the  incision  is  very  apt  to  divide  a 
twig  of  the  facial  nerve  which  runs  under  the  jaw  and  curves  upwards 
to  the  angle  of  the  mouth.  If  this  be  divided  there  is  paralysis  of  a 
portion  of  the  lower  lip  close  to  the  angle.  This  can  hardly  be  avoided, 
but  in  our  experience  it  always  disappears  in  the  course  of  two  or  three 
months. 

When  the  mass  has  been  removed,  a clean  dissection  of  the  anterior 
triangle  and  the  parts  underneath  the  sterno-mastoid  muscle  should  be  seen. 
In  some  cases  glands  are  also  present  beneath  the  vessels,  and  in  peeling 
off  the  vein  it  is  well  to  try  to  take  these  along  with  it.  If  they  do  not 
come  out  thus  they  should  be  removed  subsequently,  and  in  any  case 
this  situation  should  always  be  looked  to. 

After  the  operation  has  been  completed  and  the  vessels  tied,  the 
incision  is  stitched  up  with  a fine  continuous  silk  suture,  no  drainage 
being  employed.  Sponges  should  be  incorporated  with  the  dressing  so 
as  to  exercise  pressure  over  the  anterior  triangle,  and  the  dressing  should 
not  be  changed  for  about  ten  days.  If  one  proceeds  in  this  methodical 
manner  the  chances  of  recurrence  in  the  anterior  triangle  are  extremely 
slight,  as  all  the  glands  are  removed.  Recurrence  may  take  place  in  the 
posterior  triangle  lower  down,  or  anteriorly  in  the  submaxillary  triangle. 

JV/ien  sinuses  are  present. — These  cases  are  usually  septic  and  therefore 
it  is  well  before  beginning  the  dissection  to  scrape  out  the  orifices  of 
the  sinuses,  and  then  to  sponge  the  surface  with  pure  carbolic  acid  by 
pushing  in  a small  piece  of  sponge  soaked  in  the  acid.  The  incisions  are 
so  planned  that  the  openings  of  the  sinuses  are  included  between  oval 
incisions,  and  care  is  taken  not  to  open  the  sinus  in  the  course  of  the 
operation ; the  best  way  to  do  this  is  to  pass  a probe  along  the  sinus 
and  keep  it  in  position  until  the  entire  track  has  been  defined.  We 
have  hardly  ever  seen  infection  of  the  wound  occur  in  these  operations ; 
at  the  same  time  it  is  always  well  to  put  in  a drainage  tube  for  a few 
days  in  case  infection  should  have  occurred.  When  a drainage  tube  is 
employed,  it  is  well  to  perforate  the  skin  behind  the  sterno-mastoid 
muscle  and  bring  out  the  end  of  the  tube  there,  thus  allowing  the 
anterior  incision  to  heal  and  securing  drainage  from  the  most  dependent 
point. 

Wheti  there  are  enlarged  glands  in  both  the  anterior  and  posterior 
triangles  they  may  bq  either  removed  from  the  anterior  incision  by 
extensive  burrowing  into  the  posterior  triangle  or  a second  incision  may 
be  made  over  the  centre  of  the  lower  part  of  the  posterior  triangle,  or 
still  better,  the  incision  recommended  by  Dr.  Beatson  (see  Fig.  37) 
may  be  employed. 

When  the  posterior  triangle  alone  is  the  seat  of  the  enlarged  glands 
the  main  mass  is  usually  just  above  the  clavicle,  and  a flap  may  be 
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turned  forward  so  as  to  obtain  free  access  to  the  glands.  The  incision 
(see  Fig.  39)  commences  at  the  posterior  border  of  the  sterno-mastoid 
above  the  level  of  the  glands  and  sweeps  backwards  to  the  trapezius, 
then  along  the  latter  nearly  to  the  clavicle,  and  then  forwards  to  the 
sterno-mastoid  again.  A vertical  incision  over  the  centre  of  the  glandular 
mass  may  be  used  when  the  glands  are  very  numerous  and  extend  high 
up.  The  essential  point  in  this  operation  is  to  avoid  injury  to  the  branch 
of  the  spinal  accessory  nerve  which  runs  across  the  space  to  the  lower 
part  of  the  trapezius.  This  is  very  often  difficult  because  the  glands 
run  along  the  nerve  and  may  completely  surround  it. 


Fig,  39. — Incision  for  the  Removal  of  Enlarged  Glands  from  the  Posterior 
Triangle.  The  size  of  the  flap  will  vary  with  that  of  the  glandular  mass  to  be  removed. 

The  first  part  of  the  operation  will  consist  in  detaching  the  fascia 
from  the  posterior  border  of  the  sterno-mastoid  muscle,  paying  special 
attention  to  the  point  of  emergence  of  the  spinal  accessory.  After  having 
defined  the  nerve  in  front,  a probe  is  insinuated  along  it  and  the  tissues 
divided  over  the  probe  so  that  with  a little  care  the  nerve  is  bared 
throughout  in  its  whole  extent  and  may  be  kept  from  injury  afterwards. 
The  glands  generally  run  beneath  the  sterno-mastoid  muscle  below,  and 
are  attached  to  the  jugular  vein;  if  the  mass  be  pulled  upon,  the  jugular 
vein  can  generally  be  pulled  out  behind  the  sterno-mastoid.  If  this  be  the 
case,  the  vein  should  be  defined  above  the  glandular  mass,  the  sheath 
divided,  and  the  glands  detached  backwards  from  it.  On  the  right  side  this 
is  very  easily  done ; on  the  left  side  the  presence  of  the  thoracic  duct 
below  must  be  remembered,  and  the  fact  that  lymphatic  branches  run 
from  the  glands  to  the  duct  which  may  be  torn  across  if  too  much  violence 
be  used. 

H'^/ien  tJie  gla?ids  are  in  the  submaxillary  region  a curved  incision  from 
the  symphysis  of  the  lower  jaw  carried  downwards  to  the  hyoid  bone  and 
then  backwards  along  it  and  upwards  to  the  angle  of  the  jaw  (see  Fig.  40) 
will  expose  the  whole  area.  In  many  cases  the  glands  are  very  adherent 
to  the  submaxillary  gland,  and  while  every  effort  should  always  be  made 
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to  leave  this  gland  intact,  it  may  be  necessary  to  take  it  away  in  bad 
cases.  There  are  no  special  points  about  this  operation  ; the  facial  artery 
or  vein  may  be  cut,  but  are  quite  easily  secured. 


Fig.  40. — Incision  for  Removal  of  Enlarged  Glands  from  the  Submaxillary 
Region. 


SYPHILITIC  DISEASE  OF  THE  CERVICAL  GLANDS. 

Affection  of  the  cervical  glands  occasionally  occurs  in  primary  syphilis 
about  the  mouth  or  throat  and  is  common  in  the  secondary  stage,  the 
glandulse  concatenatse  being  particularly  prone  to  enlargement  at  this 
stage.  Tertiary  enlargements  of  the  glands  are  sometimes  met  with,  form- 
ing large  masses  which  are  very  difficult  to  diagnose.  The  treatment  of 
course  is  the  treatment  of  the  affection  in  general. 


MALIGNANT  DISEASE  OF  THE  CERVICAL  GLANDS. 

This  is  common,  and  may  be  either  secondary  to  similar  disease  on  the 
mucous  membrane  or  primary  in  the  glands  themselves.  Of  the  primary 
disease,  lymphadenoma  is  the  common  type,  and  has  already  been  fully 
described  (see  Part  I.,  p.  262).  Among  the  secondary  infections  of  glands 
may  be  mentioned  those  occurring  in  connection  with  malignant  disease 
of  the  skin  of  the  neck,  the  upper  jaw,  the  mouth,  the  tongue,  the  pharynx, 
the  larynx  and  the  oesophagus. 

Treatment. — With  regard  to  the  secondary  glandular  affections  of  the 
neck  the  treatment  is , of  course  removal  when  the  extent  of  the  disease 
permits  of  it.  This  has  been  fully  dealt  with  in  connection  with  removal 
of  glands  secondary  to  malignHnt  disease  of  the  tongue  (see  p.  50). 
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With  regard  to  the  question  of  lyinphadenoma,  experience  shows  that 
operation  is  absolutely  futile.  Even  when  the  glands  affected  are  few  and 
the  removal  is  apparently  extremely  radical,  it  will  be  found  that  fresh 
glands  enlarge  almost  before  the  wound  has  healed.  On  the  other  hand, 
some  of  these  cases  are  so  remarkably  improved  by  the  administration  of 
arsenic  that  it  is  far  better  to  put  the  patient  upon  this  drug,  commencing 
with  doses  of  IT^v  of  Fowler’s  solution  and  gradually  increasing  it  to 
ITfxv-xx,  or  more,  intermitting  it  occasionally,  and  always  interrupting  the 
administration  if  any  gastric  derangement  occurs.  The  subject  has  already 
been  fully  referred  to  (see  Part  I.,  p.  263). 


CHAPTER  X. 


THE  SURGICAL  AFFECTIONS  OF  THE  THYROID  GLAND. 

ATROPHY  OF  THE  THYROID  GLAND— MYXCEDEMA. 

Atrophy  of  the  thyroid  gland  is  not  uncommon,  and  gives  rise  to  the 
disease  known  as  myxoedema  in  adults.  When  the  thyroid  is  absent  in 
children  the  condition  known  as  “cretinism”  results.  Operations  which 
completely  extirpate  the  thyroid  gland  also  cause  myxoedema  in  the  course 
of  time ; that  all  cases  of  apparently  complete  extirpation  of  the  thyroid 
gland  are  not  followed  by  this  affection  probably  depends  upon  the  fact 
that  some  portion  of  the  gland  is  left  behind,  as  even  a very  small  portion 
remaining  is  sufficient  to  prevent  the  occurrence  of  this  condition. 

The  symptoms  and  treatment  of  this  affection  do  not  properly  belong 
to  a surgical  work ; they  are  dealt  with  fully  in  medical  text-books,  and 
one  of  these  should  be  consulted. 

INFLAMMATORY  AFFECTIONS  OF  TFIE  THYROID  GLAND. 

ACUTE  THYROIDITIS.  — This  may  be  suppurative  or  n on-suppura- 
tive and  its  causes  are  apparently  various.  Thus,  injury,  exposure  to 
cold,  rheumatism  and  various  septic  conditions  are  often  associated  with 
it.  The  gland  enlarges,  the  skin  over  it  is  red,  tender  and  cedematous, 
and  there  may  be  considerable  interference  with  swallowing.  The  patient’s 
general  condition  is  one  of  considerable  gravity,  the  constitutional  symptoms 
being  severe  out  of  all  proportion  to  the  extent  of  the  inflammation.  The 
probability  is  that  this  is  due  in  some  way  to  interference  with  the  secretion 
of  the  gland.  The  affection  may  end  in  resolution,  or  a localised  or  a 
diffuse  suppuration  throughout  the  gland  may  occur. 

SUPPURATIVE  THYROIDITIS.— This  sometimes  occurs  in  a 
previously  exi.sting  cyst  as  a result  of  puncture  or  drainage,  or  it  may 
occur  in  a cyst  which  has  not  been  so  treated,  and,  should  this  be  situated 
deep  in  the  thyroid,  the  difficulty  of  diagnosis  is  great  and  the  patient’s 
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condition  may  be  .serious.  Thrombosis  and  pyaemia  are  not  uncommon 
sequelae  of  an  acute  suppurative  thyroiditis,  and  this  is  not  surprising  when 
the  extreme  vascularity  of  the  gland,  particularly  its  richness  in  large  veins, 
is  considered. 

Treatment. — In  the  first  instance  a purge  (calomel  gr.  v.-x.)  should  be 
given,  and  this  should  be  followed  by  the  administration  of  remedies 
directed  against  the  cause.  Thus,  in  rheumatic  patients  the  administration 
of  salicylate  of  soda  (grs.  x.  three  times  a day)  is  called  for ; in  malarial 
cases,  those  due  to  typhoid  fever  or  those  occurring  in  connection  with 
septic  processes,  the  administration  of  quinine  (in  5-grain  doses  every  four 
hours)  may  also  be  useful. 

Locally,  four  to  eight  leeches  should  be  applied  over  the  enlarged  gland, 
and  these  should  be  followed  by  hot  fomentations  to  promote  the  bleeding. 
Large  hot  fomentations  are  the  best  means  of  relieving  the  pain  and  easing 
the  difficulty  in  swallowing.  When  the  affection  is  subsiding,  the  whole 
thyroid  area  should  be  smeared  with  glycerinum  belladonnas. 

When  suppuration  occurs^  as  will  be  indicated  by  marked  and  increasing 
oedema  of  the  skin,  combined  with  a high  temperature  and  an  area  of 
softening,  an  early  incision  should  be  made  for  the  evacuation  of  the  pus. 
Great  care  must  be  taken  however  in  practising  this,  as  the  large  venous 
trunks  may  be  wounded  by  too  free  use  of  the  knife.  The  best  plan  is  to 
open  the  abscess  by  Hilton’s  method  (see  Part  I.,  p.  27),  making  the  skin 
incision  as  small  as  is  consistent  with  efficient  drainage,  and  planning  it 
so  that  it  lies  in  the  natural  folds  of  the  neck  to  avoid  subsequent 
deformity. 

The  other  inflammatory  affections  of  the  thyroid  gland  hardly  require 
notice,  as  they  are  excessively  rare.  Tuberculosis,  which  may  either  be 
part  of  a general  infection  or  a localised  deposit,  may  occur  in  the  thyroid 
gland  as  elsewhere,  and  the  treatment  must  be  as  for  tuberculous  disease 
in  general.  Syphilis  of  the  thyroid  also  occurs  in  the  form  of  a gum- 
matous infiltration  of  the  gland  in  the  tertiary  stage.  This  is  of  great 
interest  from  the  point  of  view  of  diagnosis,  but  its  treatment  offers  no 
points  of  special  importance.  It  should  be  that  of  tertiary  syphilis 
elsewhere. 

GOITRE. 

Under  this  term  it  is  usual  to  include  almost  all  enlargements  of  the 
thyroid  not  of  an  inflammatory  nature.  Goitre  is  often  divided  up  into 
several  classes,  such  as  simple  or  parenchymatous,  exophthalmic,  adenoma- 
tous, cystic  and  malignant  goitre.  As  a matter  of  fact  the  pathological 
condition  present  differs  very  widely  in  the  different  cases. 

SIMPLE  OR  PARENCHYMATOUS  GOITRE.— There  is  here  a 
general  enlargement  of  the  thyroid  gland  involving  both  its  secreting  and 
fibrous  structures.  The  affection  may  be  limited  to  one  lobe  or  to  the 
isthmus,  or  it  may  uniformly  affect  the  entire  gland.  In  the  majority  o 
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cases  the'  entire  gland  is  involved,  although  the  enlargement  may  be  more 
marked  on  one  side  or  in  the  isthmus. 

It  may  happen  that  the  increase  in  the  secreting  structure  is  much 
in  excess  of  that  in  the  fibrous  stroma  and  these  cases  are  sometimes 
called  colloid  goitres.  On  the  other  hand,  the  fibrous  tissue  may  be  in 
excess,  when  the  tumour  is  harder  and  smaller  than  in  the  former  case 
and  is  often  termed  a fibrous  goitre. 

Pathology. — Goitre  is  endemic  in  certain  regions.  In  England  it  is 
commonest  in  Derbyshire,  where  it  is  known  as  “Derbyshire  neck.”  It 

is  very  common  indeed  in  Switzerland.  It  is  not  as  a rule  hereditary, 
and  nothing  definite  is  known  as  to  its  causes.  At  one  time  it  was 
assigned  to  the  presence  of  salts  of  magnesium,  calcium,  etc.,  in  drinking 
water.  It  has  also  been  attributed  to  the  want  of  iodine  in  the  water, 
whilst  by  others  it  has  been  thought  to  be  due  to  a lack  of  sunshine,  to 
dwelling  in  the  cold,  and  to  the  drinking  of  snow-water.  The  bacterial 
origin  of  goitre  has  also  been  put  forward,  and  an  attempt  has  been  made 
to  uphold  it  by  pointing  out  that  drinking  water  containing  an  excess  of 
magnesium  and  other  earthy  salts,  but  very  pure  as  regards  bacterial 
contents,  has  not  affected  those  who  consumed  it,  whilst  waters  in  the 
neighbourhood,  containing  less  saline  constituents  but  highly  contaminated 
with  bacteria,  have  been  followed  by  the  development  of  goitre  in  large 
numbers  of  people ; nothing  certain  however  is  yet  known  about  the 
causation  of  the  disease. 

Symptoms. — The  enlarged  gland  gives  rise  to  a characteristic  swelling 
in  the  lower  part  of  the  neck  which  moves  with  the  trachea  on  deglutition 
and  which  takes  the  outline  of  the  portion  of  the  thyroid  gland  affected. 
If  one  lobe  only  be  affected,  respiration  is  as  a rule  not  interfered  with, 
although  the  weight  of  a very  large  tumour  may  seriously  interfere  with 
comfort  when  the  patient  lies  on  the  back.  In  other  cases  again  the 
enlargement  may  chiefly  affect  the  posterior  part  of  one  lateral  lobe  and 
may  thus  press  on  the  oesophagus  and  may  find  its  way  between  it  and 
the  trachea,  causing  much  discomfort.  Here  too  the  recurrent  laryngeal 
nerve  may  be  compressed  and  abductor  laryngeal  paralysis  may  result. 
The  principal  trouble  however  is  met  with  when  the  disease  is  bilateral. 
If  the  enlargement  be  considerable,  the  two  lobes  exert  lateral  compression 
upon  the  trachea,  which  sometimes  reaches  such  an  extent  as  to  almost 
occlude  it.  This  lateral  compression  produces  what  is  known  as  the 
“scabbard  trachea.”  In  some  rarer  cases  the  enlargement  may  be  most 
marked  in  the  lower  part  of  the  gland  and  may  get  down  behind  the 
sternum  and  may  thus  compress  the  trachea  between  this  structure  and 
the  spine.  Here  the  pressure  is  in  the  antero-posterior  direction  and  is 
usually  exerted  by  a cyst,  and  there  is  often  marked  interference  with 
deglutition  and  pressure  upon  the  recurrent  laryngeal  nerve.  Long-con- 
tinued pressure  upon  the  trachea  is  prone  to  cause  atrophy  of  the 
tracheal  rings,  and  this  is  a most  important  point  to  bear  in  mind  during 
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operation,  as  very  slight  force  might  suffice  to  open  the  tFachea— an 
accident  of  extreme  gravity,  partly  because  of  the  likelihood  of  blood 
finding  its  way  into  the  air-passages  in  fatal  quantity,  partly  because  it  is 
then  impossible  to  keep  the  wound  in  the  neck  aseptic.  The  amount 
and  nature  of  the  dyspnoea  produced  in  these  cases  varies  very  con- 
siderably, and  careful  distinction  should  always  be  drawn  between  the 
dyspnoea  due  to  the  pressure  upon  the  recurrent  laryngeal  nerve — in  which 
case  there  will  be  marked  aphonia — and  that  due  to  compression  of  the 
trachea — when  there  will  be  stridor  both  on  inspiration  and  expiration, 
but  no  aphonia. 

Treatment. — This  may  be  either  non-operative  or  operative,  and  the 
choice  between  the  two  will  depend  largely  upon  the  presence  or  absence 
of  severe  pressure  symptoms.  Formerly  it  was  the  custom  to  place 
dependence  mainly  upon  non-operative  measures,  some  of  which  are  no 
doubt  valuable  while  others  are  distinctly  dangerous.  It  is  only  recently 
that  operative  measures  have  come  at  all  largely  into  general  use. 

(a)  Medicinal. — Chief  amongst  the  inte?-fial  remedies  are  iodine 
and  iodide  of  potassium,  and  distinct  improvement  is  said  to  have 
followed  moderate  doses  of  the  latter  drug,  which  should  be  commenced 
in  3-grain  doses  three  times  a day,  and  need  seldom  be  increased 
beyond  lo  or  15.  Other  internal  remedies  are  not  very  satisfactory.  In 
very  anaemic  patients  arsenic  and  iron  may  be  of  some  value,  but  as  a 
rule  they  have  not  much  influence  upon  the  affection.  Recently  thyroid 
extract  has  been  administered  on  the  presumption  that  it  would  insure 
physiological  rest  to  the  gland.  Benefit  has  been  claimed  from  this,  but 
we  cannot  say  that  we  have  been  able  to  convince  ourselves  that  it  is 
of  any  use,  and  in  no  case  apparently  does  it  cause  disappearance  of 
the  goitre. 

Various  methods  of  local  treatment  are  in  use.  In  India  the  red  iodide 
of  mercury  ointment  is  rubbed  in  thoroughly  over  the  goitre,  and  the 
neck  is  then  exposed  for  some  hours  to  the  rays  of  a hot  sun ; it  is  stated 
that  very  great  improvement  has  been  obtained  in  this  way  but  unfor- 
tunately in  this  country  the  method  is  quite  useless  and  is  not  worth  while 
attempting.  Other  irritants,  such  as  iodine,  iodide  of  potassium,  etc.,  have 
been  applied  to  the  skin  but  without  marked  benefit.  Lastly,  injections  of 
iodine  or  iodoform  have  been  made  into  these  parenchymatous  goitres  and 
good  results  have  been  obtained ; but  we  are  unable  to  recommend  the 
method,  as  the  injection  of  as  small  a quantity  as  10-15  drops  of  tincture  of 
iodine  is  usually  followed  by  very  considerable  reaction  with  swelling  of  the 
gland,  pain  spreading  up  to  the  jaw,  and,  unless  great  care  be  taken,  by 
suppurative  thyroiditis.  There  is  also  a very  considerable  risk  ot  injecting 
these  substances  straight  into  the  circulatory  system.  As  an  injection,  one 
part  of  iodoform,  five  of  ether  and  five  of  olive  oil,  has  been  employed 
much  in  the  same  way,  the  injection  being  repeated  every  three  or  four  days 
and  from  3 to  15  minims  being  introduced  at  a time.  Considerable  diminu- 
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tion  is  said  to  have  resulted  from  this.  The  ether  no  doubt  produces  a 
certain  amount  of  necrosis  and,  if  external  sepsis  be  prevented,  it  is  possible 
that  this  may  gradually  reduce  the  size  of  the  gland.  We  look  upon  these 
measures  however  merely  as  placebos  rather  than  as  useful  methods  of 
treatment  and,  considering  the  great  safety  with  which  operations  can  now 
be  carried  out,  we  doubt  whether  they  are  worth  pursuing  energetically. 
Either  the  condition  is  not  serious  enough  to  call  for  active  treatment  or 
surgical  intervention  offers  the  only  certainty  of  doing  any  real  good. 

It  may  happen  either  that  the  patient  refuses  to  submit  to  the 
operation  of  thyroidectomy  or  that  for  some  reason  an  operation  of  this 
magnitude  is  contra-indicated,  and  tracheotomy  may  be  called  for  to  relieve 
the  increasing  dyspnoea.  The  operation  here  may  be  excessively  difficult, 
as  the  trachea  is  flattened,  usually  laterally,  until  it  is 
not  thicker  than  an  ordinary  rib  and  it  may  be  extremely 
difficult  to  find  and  open  it.  Moreover  the  administration 
of  the  anaesthetic  luider  these  circumstances  is  one  -of 
the  very  gravest  difficulty.  An  ordinary  tracheotomy  tube 
is  of  course  no  use  because  it  will  not  reach  below  the 
constriction,  and  a long,  fle.xible  tube  (see  Fig.  41)  must 
be  employed  and  gradually  insinuated  beyond  the  ob- 
struction. When  the  compression  of  the  trachea  is 
lateral,  the  tube  should  also  be  flattened  somewhat 
laterally.  It  is  very  useful  also  to  be  provided  with 
several  black  olivary  catheters  of  sizes  ranging  from 
No.  10  to  16  or  18,  as  it  may  be  necessary  to  relieve 
the  asphyxia  in  a hurry  and  the  catheter  can  often  be 
got  past  the  obstruction  more  quickly  than  the  tube, 
which  is  substituted  for  it  when  the  asphyxial  symptoms 
have  been  relieved. 

(b)  Operative. — The  only  reliable  method  of  cure  is  to  remove  the 
portion  of . the  gland  that  is  causing  the  chief  trouble.  In  the  early  days 
of  operation  upon  the  thyroid  the  entire  gland  was  removed,  but  it  was  soon 
found  that  many  of  the  patients  so  operated  upon  suffered  from  a peculiar 
disease  which  was  subsequently  recognised  as  surgical  myxcedema  and  which 
was  evidently  due  to  too  complete  removal  of  the  gland.  It  was  then  found 
that  all  that  was  neces.sary  to  prevent  this  occurrence  was  to  leave  a portion 
of  the  gland  behind.  As  a matter  of  experience,  it  is  found  that,  even 
though  only  a comparatively  small  portion  of  the  thyroid  be  removed,  great 
benefit  results.  By  removing  for  instance  a portion  that  is  compressing  the 
trachea,  as  for  example  the  isthmus,  the  pressure  symptoms  disappear  and 
the  thyroid  left  behind  often  gradually  diminishes  in  size.  This  is  especially 
important  when  there  is  a retro-sternal  enlargement  or  where  both  lobes  are 
affected  and  compress  the  trachea  laterally.  It  is  well  always  to  leave  behind 
one  lobe,  and  the  operation  should  be  limited  to  the  removal  of  one  lobe 
and  the  isthmus.  If  this  be  done  there  is  no  danger  of  myxcedema  and, 
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while  the  operation  gets  rid  of  the  pressure  on  the  trachea,  it  is  practically 
almost  certain  that  there  will  be  atrophy  of  the  portion  remaining,  so  that  no 
deformity  remains. 

The  dangers  of  the  operation  mainly  consist  in  those  attaching  to  the 
administration  of  the  anaesthetic.  A certain  amount  of  risk  no  doubt  is  run 
from  free  bleeding  or  from  the  ejitry  of  air  into  the  veins,  but  these  dangers 
should  really  never  occur  if  the  operation  be  properly  performed.  The  bleed- 
ing is  practically  a negligible  quantity  if  the  operation  be  done  methodically, 
following  the  steps  of  the  description  given  below.  Formerly  no  doubt 
very  furious  and  even  fatal  haemorrhage  was  common  and  it  is  to  the  fear 
caused  by  this  that  such  a very  imperfect  operation  as  simple  division  of 
the  thyroid  isthmus  is  to  be  ascribed. 

The  ancesthetic  question  is  very  important  and  it  is  most  important  that 
the  administrator  should  be  a skilled  anaesthetist.  Although  personally  we 
have  not  lost  a patient  from  the  anaesthetic,  in  cases  of  simple  goitre,  yet 
deaths  have  occurred  not  infrequently  and  cases  are  constantly  met  with 
that  give  rise  to  grave  anxiety.  Many  surgeons,  especially  abroad,  have  now 
given  up  the  use  of  general  anaesthesia  entirely  and  perform  the  operation 
under  some  local  anaesthetic  such  as  Schleich’s  cocaine  infiltration  method. 
It  is  a remarkable  feature  about  these  operations  that  they  are  not  accom- 
panied by  any  considerable  amount  of  pain.  Apart  from  the  skin  incision, 
little  pain  occurs  at  any  stage  of  the  operation  except  at  the  moment  of 
“ dislocating  ” the  enlarged  gland ; so  that  it  is  actually  possible  to  perform 
the  operation  without  any  anaesthetic  except  some  cocaine  anaesthesia  for 
the  skin  incision  and  without  causing  a great  amount  of  pain.  This  is  the 
experience  of  so  eminent  an  authority  as  Kocher.  It  is  urged  as  a great 
advantage  of  local  anaesthesia  that  the  safety  of  the  recurrent  laryngeal  can 
be  ascertained  from  time  to  time  by  making  the  patient  talk.  For  our  own 
part,  we  have  always  employed  a general  anaesthetic,  but  we  are  quite 
of  opinion  that,  in  any  case  of  goitre  causing  severe  stenosis,  local  anaesthesia, 
especially  Schleich’s  infiltration  method,  may  be  of  value  when  the  patient  is 
very  nervous  or  a skilled  anaesthetist  is  not  available. 

Thyroidectomy. — The  operation  must  be  performed  with  the  most 
scrupulous  antiseptic  precautions,  as,  if  suppuration  occurs  in  the  large 
wound  left  by  the  removal  of  the  goitre,  the  most  serious  consequences  are 
likely  to  ensue ; the  pus  burrows  into  the  mediastinum,  and  septic  thrombosis 
followed  by  fatal  pyaemia  is  very  liable  to  occur  as  the  portion  of  gland  left 
is  very  vascular.  If  sufficient  care  be  taken  to  do  the  operation  aseptically, 
all  danger  should  be  at  an  end  when  the  operation  is  complete. 

Incisions. — Various  incisions  have  been  recommended  from  time  to  time 
by  various  writers,  and  no  doubt  different  incisions  will  have  to  be  made 
according  to  the  particular  conditions  met  w’ith.  At  one  time  it  was  very 
common  to  employ  a median  vertical  incision  extending  from  the  upper 
border  of  the  thyroid  cartilage  down  to  the  sternal  notch,  and  this  incision  has 
more  recently  been  slightly  modified  by  making  it  angular  by  carrying  it  to 
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one  side  above.  Another  very  favourite  incision  is  along  the  anterior 
border  of  the  sterno-mastoid  (see  Fig.  43).  All  these  have  objections. 
A vertical  median  incision  does  not  give  satisfactory  access,  and  if,  in  order 
to  gainjthis,  the  incision  be  made  oblique  above,  the  scar  left  is  unsatisfactory 
as  the  vertical  scar  contracts  after  healing  and  leaves  a rigid  band  which 
may  interfere  with  the  movement  of  the  larynx  and  is  certainly  unsightly. 
On  this  account  we  have  entirely  given  up  its  use.  The  oblique  incision 
along  the  sterno-mastoid  is  also  unsatisfactory  except  in  special  cases.  Unless 
the  tumour  be  quite  small  it  does  not  give  really  good  access  to  the  thyroid 
either  above  or  below.  The  sterno-hyoid  and  sterno-thyroid  muscles  will 
commonly  require  division  in  order  to  give  sufficient  exposure  of  the  tumour 
and  this,  even  though  the  muscles  be  carefully  stitched  together  afterwards, 
is  very  apt  to  lead  to  an  unsightly  hollow  on  that  side  of  the  neck  after 
healing.  At  the  same  time  for  small  cysts  or  adenomata  situated  high  up 
in  the  outer  part  of  the  lobe  it  may  be  employed. 


Fig.  42. — Kocher’s  Thyroidectomy  Incision,  The  exact  position  of  the  incision 
will  vary  with  the  nature  of  the  ca.se.  The  end  of  the  incision  on  the  side  of  the  lobe 
that  i.s  to  be  removed  should  be  carried  up  higher  than  its  fellow. 


On  the  other  hand  the  transverse  incision  associated  with  the  name  of 
Kocher  is  entirely  satisfactory.  This  incision  (see  Fig.  42)  is  a slightly 
curved  one  with  its  convexity  downwards  and  commences  over  the  centre 
of  the  sterno-mastoid  muscle  on  one  side  in  the  neighbourhood  of  the  upper 
pole  of  the  swelling  and  runs  across  the  neck  with  a slight  convexity  down- 
wards to  a corresponding  point  on  the  opposite  side.  The  terminations  of 
the  incision  are  carried  upwards  to  an  extent  varying  with  the  amount  of 
retraction  of  the  soft  parts  that  is  likely  to  be  necessary  for  proper  exposure 
of  the  upper  part  of  the  swelling.  In  the  less  marked  cases  the  incision  may 
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be  almost  transverse.  This  incision  not  only  gives  a perfect  view  of  the 
whole  region  but  it  falls  into  the  line  of  the  natural  folds  of  the  neck  when 
sutured,  and,  if  carefully  stitched  with  a fine  suture,  gives  the  most  extraor- 
dinarily unnoticeable  scar.  Even  when  the  enlargement  of  one  lateral  lobe 
runs  unduly  high  up  towards  the  hyoid  bone  the  most  perfect  access 
can  be  gained  by  prolonging  the  horn  of  the  incision  upwards  on  that 
side. 

If  possible  the  patient  should  have  the  anaesthetic  administered  in 
the  semi-recumbent  position  with  a sandbag  beneath  the  neck  so  as  to 
throw  the  head  well  back  and  render  the  tumour  prominent.  If  however 
this  position  should  cause  embarrassment  to  respiration,  the  anaesthetic 
must  be  administered  in  the  position  of  greatest  ease,  and  in  this 
the  patient  must  remain  at  any  rate  during  the  earlier  stages  of  the 
operation.  The  anaesthetic  administered  should  generally  be  chloroform, 
as  ether  causes  marked  venous  engorgement  and  unduly  free  bleeding ; 
moreover  the  irritation  of  the  ether  is  more  likely  to  embarrass  the 
respiration.  The  anaesthetic  should  be  administered  with  extreme  care 
and  very  slowly,  and  any  nervousness  on  the  part  of  the  patient  must  be 
overcome  by  correspondingly  cautious  administration.  The  head  should  be 
wrapped  up  in  an  aseptic  towel  to  keep  the  hair  out  of  the  way  (see  Part  I., 
p.  109),  and  then,  the  parts  having  been  thoroughly  purified  (see  Part  I., 
p.  161),  the  incision  described  above  is  carried  across  from  one  sterno- 
mastoid  to  the  other,  its  extremity  being  higher  up  on  the  side  from 
which  the  lobe  is  to  be  removed.  The  lowest  point  of  the  convexity 
should  reach  rather  below  the  centre  of  the  swelling,  that  is  to  say, 
about  an  inch  above  the  sternum.  In  this  incision  the  platysma  and 
deep  fascia  are  divided  throughout  and  the  fibres  of  the  sterno-mastoid 
are  seen  at  each  end  of  the  wound,  whilst  the  muscles  running  from  the 
larynx  to  the  sternum  are  exposed  in  the  centre.  The  superficial  structures 
are  now  dissected  up  for  some  little  distance,  the  upper  flap  being  raised 
as  far  as  the  upper  border  of  the  tumour,  and  meanwhile  care  must  be 
taken  not  to  puncture  the  anterior  jugular  vein  lest  air  be  drawn 
into  it ; if  it  must  be  divided,  it  should  be  seized  in  forceps  beforehand. 
The  upper  flap  should  be  well  retracted  by  an  assistant,  or  if  there  be 
a scarcity  of  assistants,  a stitch  may  be  passed  through  it  and  fastened 
beneath  the  chin.  The  superficial  structures  below  the  incision  are  also 
freed  in  a similar  manner  as  far  down  as  the  lower  limit  of  the  growth. 
This  of  course  is  not  an  actual  flap,  but  the  freeing  of  the  parts  allows 
them  to  be  well  pulled  down  or  stitched  out  of  the  way.  During  all  this 
time  great  care  is  taken  not  to  exert  any  pressure  upon  the  tumour  or 
the  larynx  so  as  to  avoid  interference  with  the  breathing,  and  no  attempt 
should  be  made  at  this  stage  to  isolate  the  tumour. 

The  next  point  is  to  divide  the  deep  cervical  fascia  in  the  middle 
line  over  the  isthmus  of  the  thyroid  until  the  true  capsule  of  the  growth 
is  exposed.  If  this  be  done  strictly  in  the  middle  line  little  or  no  bleed- 
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ing  will  occur.  Care  must  be  taken  only  to  carry  the  incision  down  to 
the  capsule  of  the  gland  and  not  through  the  latter,  as  otherwise  the 
bleeding  may  be  embarrassing.  The  finger  is  now  slipped  in  beneath 
the  deep  cervical  fascia  and  swept  over  the  gland  beneath  the  laryngeal 
muscles  and  one  can,  with  a very  little  aid  from  the  knife,  readily  peel  the 
fascia  and  muscles  off  the  lobe  of  the  thyroid  and  expose  it  freely.  Any 
veins  divided  should  be  immediately  clamped.  The  laryngeal  muscles 
should  be  raised  from  the  isthmus  on  both  sides  of  the  middle  line ; on 
the  side  on  which  the  lobe  is  to  be  left  they  need  not  be  further  detached, 
on  the  side  however  from  which  the  lobe  is  to  be  removed  the  muscles 
are  as  a rule  very  much  spread  out  and  they  should  be  raised  by  peeling 
them  well  forwards  and  outwards,  and,  if  the  size  of  the  tumour  allows 
it,  they  should  be  turned  off  the  latter  without  division.  Should  the 
swelling  be  very  large,  however,  it  may  be  necessary  to  divide  them  and 
turn  the  ends  out  of  the  way,  suturing  them  together  subsequently  at 
the  end  of  the  operation.  At  this  stage  there  is  practically  no  bleeding, 
only  a few  bands  of  fascia  requiring  division  and  a few  small  veins 
clamping.  The  clearing  of  the  lobe  to  be  removed  should  be  continued 
with  the  finger  until  its  upper  limit  is  reached  and  the  finger  is  swept 
well  around  its  upper  pole.  It  is  at  this  point  that  the  superior  thyroid 
vessels  are  met  with  and  they  require  to  be  secured  before  proceeding 
further. 

The  division  of  the  superior  thyroid  vessels  and  the  accompanying 
“ dislocation  ” of  the  enlarged  lobe  marks  the  most  critical  period  of  the 
operation.  Up  to  this  point  there  should  have  been  absolutely  no  violent 
disturbance  of  the  relation  of  parts,  as  the  separation  of  the  structures 
superficial  to  the  gland  above  described  can  be  quite  easily  carried  out 
by  a single  finger  swept  around,  and  this  does  not  in  any  way  add  to 
the  patient’s  difficulty  in  respiration.  The  next  stage  however  does  so, 
luckily  only  for  a few  moments.  It  is  well  to  warn  the  anaesthetist  at 
this  point  so  that  he  may  either  administer  less  anaesthetic  or  stop  it 

entirely  if  he  thinks  fit,  resuming  it  after  the  danger  is  over.  When  the 

finger  has  swept  round  the  upper  portion  of  the  lobe  so  as  to  free  it, 

the  superior  thyroid  artery  can  often  be  felt  pulsating ; if  it  be  not 

felt,  it  can  be  seen  as  a whitish  band  by  hooking  the  forefinger  well 
around  the  upper  part  of  the  lobe,  pulling  it  forcibly  forward  and  at  the 
same  time  having  the  sterno-mastoid  fully  retracted.  Two  pairs  of  clamp 
forceps  are  put  upon  the  vessels  and  these  take  up  both  artery  and  veins 
running  in  a band  of  fa.scia  and  this  is  divided  with  scissors.  The  dis- 
location of  the  enlarged  lobe  now  commences  and  should  be  carried  out 
as  rapidly  as  possible  on  account  of  the  interference  with  the  breathing. 
The  finger  is  passed  round  behind  the  lateral  lobe  and  is  swept  all  over 
it,  freeing  first  its  upper  part  which  is  pulled  forcibly  forwards  and 
inwards.  As  the  finger  proceeds  to  free  the  lobe  behind,  this  structure 
is  pulled  more  and  more  inwards  until  in  a very  short  time  the  enlarged 
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gland  shoots  out  of  its  bed  in  the  neck,  is  extruded  through  the  wound 
and  the  further  procedures  are  carried  out  in  the  open.  As  soon  as 
this  has  happened  all  lateral  pressure  is  taken  off  the  trachea  and  all 
real  danger  from  antesthetic  accidents  should  be  over. 

\Vhen  the  gland  has  been  extruded  through  the  wound,  the  next  step  is  to 
proceed  with  the  separation  of  the  fascia  from  its  posterior  surface.  This  is 
steadily  stripped  down  until  the  extreme  lower  end  of  the  tumour  is  reached, 
near  which  the  inferior  thyroid  vessels  are  met  with.  These  do  not  enter 
at  the  lowest  point  of  the  lobe  in  one  or  two  single  trunks,  as  is  the 
case  with  the  superior  thyroids,  but  break  up  into  a number  of  branches 
scattered  over  the  lower  part  of  the  posterior  surface.  As  a rule,  if  the 
dislocated  lobe  be  pulled  forcibly  forwards,  these  come  well  into  view,  can 
be  easily  isolated,  clamped  together  in  one  mass,  and  divided ; this  step  of 
the  operation  requires  care,  however,  and  should  be  done  in  a good  light  and 
with  careful  sponging,  in  order  to  avoid  all  chance  of  the  recurrent  laryngeal 
nerve  being  included  in  the  clamp.  The  veins,  often  of  large  size,  running 
downwards  from  the  lower  edge  of  the  lobe  must  also  be  clamped  and 
divided. 

Nothing  is  now  necessary  but  to  free  the  gland  from  the  trachea  and  to 
remove  the  required  portion.  If  the  isolation  of  the  lobe  be  carried  out 
strictly  as  recommended  here,  by  peeling  off  the  structures  from  the  posterior 
surface  quite  close  to  the  capsule  of  the  gland  from  above  downwards,  it  is 
quite  easy  to  make  absolutely  certain  that  neither  the  oesophagus  nor  the 
recurrent  laryngeal  come  to  any  harm.  With  the  upper  part  of  the  lobe,  of 
course,  the  recurrent  laryngeal  has  no  connection  of  any  sort,  and  if  every- 
thing be  cleared  steadily  backwards  and  downwards  from  it  towards  the 
oesophagus,  the  nerve  must  go  with  the  structures  peeled  off.  As  the 
detachment  proceeds,  the  tumour  is  pulled  .steadily  inwards  to  the  middle  line 
and  is  separated  from  the  trachea.  Here  the  operator  must  be  cautious,  as, 
if  the  pressure  be  great  and  have  lasted  for  some  time,  softening  of  the  rings 
may  have  occurred,  and  damage  is  easily  done.  In  any  case  of  doubt  the 
simplest  and  best  plan  is  to  sink  the  blunt  dissector  with  which  the  separation 
is  being  accomplished  into  the  gland  tissue  so  as  to  leave  a little  attached  to 
the  trachea  instead  of  peeling  it  off  quite  cleanly.  The  whole- lateral  lobe  is 
thus  readily  raised  from  the  trachea  until  the  isthmus  is  reached,  and  then, 
according  to  the  necessities  of  the  case,  the  surgeon  may  either  remove  the 
lobe  from  the  isthmus  or  may  carry  his  separation  a little  further,  raising  the 
isthmus  from  the  trachea,  and  finally  removing  one  lobe  and  the  isthmus 
together,  and  leaving  the  opposite  lobe  behind.  In  descriptions  of  this 
operation  it  is  usual  to  find  instructions  given  for  the  passage  of  a seiies  of 
ligatures  between  the  isthmus  and  the  lobe  in  order  to  stop  bleeding  when 
the  two  are  separated.  We  ourselves  have  never  found  this  in  the  slightest 
degree  necessary  as  there  is  a distinct  line  of  demarcation  by  fibrous  septa 
between  the  isthmus  and  the  lobes.  The  vessels  in  the  isthmus  itself  are 
comparatively  small,  and  two  or  three  clamps  will  suffice  to  pick  up  bleeding 
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points.  We  have  contented  ourselves  as  a rule  with  either  tearing  through 
the  isthmus  or  the  tissues  on  one  side  of  it,  and  have  never  had  any  trouble 
with  the  bleeding. 

If  the  operation  be  done  strictly  in  this  manner  it  is  quite  simple,  and  the 
bleeding  is  hardly  noticeable ; in  fact,  it  is  scarcely  necessary  to  use  more  than 
a single  sponge  during  the  operation.  Provided  that  the  capsule  be  left 
unopened  and  everything  peeled  off  it,  the  thin-walled  veins  ramifying  on 
the  surface  of  the  gland  are  not  injured,  and  the  profuse  bleeding,  formerly 
so  common  in  these  operations,  is  entirely  avoided.  An  additional  point 
of  the  greatest  importance  is  that  much  time  is  saved. 

We  may  recapitulate  the  keys  to  the  operation  in  the  following  order : 
First,  the  separation  of  the  fascia,  leaving  the  front  of  the  capsule  of  the 
thyroid  clean,  clamping  and  division  of  the  superior  thyroid  vessels,  clamping 
and  division  of  the  inferior  thyroid  vessels  and  of  the  veins  leaving  the  lower 
border  of  the  lobe,  detachment  of  the  recurrent  larnygeal  with  gradual 
separation  of  the  tumour  from  the  trachea,  and,  finally,  tearing  through  the 
isthmus. 

As  soon  as  the  tumour  has  been  removed,  sponges  are  packed  into  the 
large  cavity  left,  the  various  vessels  clamped  are  tied  with  catgut,  and  the  wound 
is  carefully  inspected  for  bleeding  points,  all  of  which  are  seized  and  tied.  It 
is  well  not  to  trust  to  twisting  in  these  cases,  as  oozing  may  subsequently 
occur  into  the  cavity,  and  is  very  unpleasant.  In  all,  about  a dozen  ligatures 
will  usually  be  called  for.  We  are  always  in  the  habit  of  introducing  a 
drainage  tube  for  two  or  three  days.  Although  at  the  time  of  the  operation 
the  bleeding  may  be  stopped  absolutely,  there  is  always  considerable  oozing 
afterwards  into  the  large  cavity  in  the  neck  which  it  is  impossible  to  obliterate 
by  sponge  pressure,  and  this  blood  clots  and  may  cause  interference  with 
union  or  even  pressure  upon  the  trachea.  We  always  insert  the  tube  in  the 
following  way.  The  superficial  structures  detached  below  the  wound  are  held 
up,  and  a small  button-hole  is  made  through  them  just  above  the  sternal 
notch  of  sufficient  size  to  introduce  a drainage  tube  of  moderate  size  (No.  14). 
A tube  is  pulled  in  through  this,  and  its  end  should  lie  in  the  tissues  beneath 
the  sterno-mastoid  in  the  lower  part  of  the  cavity,  from  which  the  lobe  of  the 
thyroid  has  been  enucleated.  The  transverse  wound  is  then  sutured 
accurately  with  a very  fine  continuous  buttonhole  silk  suture.  Through  the 
edges  of  the  small  drainage  tube  incision  a suture  is  passed,  its  ends  left  long 
and  knotted,  so  that  it  can  be  tied  subsequently  when  the  tube  is  removed. 

Diffiailties  during  the  operation. — These,  as  we  have  already  said,  should 
be  very  trifling  if  the  precautions  we  have  indicated  be  properly  taken. 
It  may  however  happen  that,  when  the  trachea  is  seriously  compressed, 
the  asphyxial  symptoms  become  alarming ; of  course  if  this  be  noticed 
in  time,  the  antesthetic  should  be  stopped  and  the  further  stages  of  the 
operation,  at  any  rate  up  to  the  dislocation  of  the  gland,  should  be  per- 
formed without  one,  the  patient  being  in  the  meanwhile  allowed  to  regain 
a proper  colour  and  to  breathe  naturally  before  any  further  manipulations 
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are  attempted.  Sometimes,  however,  stopping  the  operation  in  this  way 
does  not  suffice  to  ameliorate  the  symptoms,  and  under  those  circumstances 
it  may  be  necessary  to  perform  tracheotomy.  This  however  should  be 
looked  upon  as  one  of  the  most  serious  accidents  that  can  happen  in 
these  operations,  as  not  only  is  the  tracheotomy  itself  extremely  difficult 
under  those  circumstances  owing  to  the  distortion  and  narrowing  of  the 
trachea  which  often  extends  down  behind  the  sternum,  but  even  more 
serious  than  this  is  the  fact  that  it  is  then  impossible  to  keep  the  wound 
in  the  neck  aseptic.  The  surgeon  and  the  anaesthetist  must  therefore 
be  constantly  on  the  watch  to  avoid  this  untoward  accident.  In  view  of 
the  fact  that  a tracheotomy  may  be  necessary,  the  surgeon  should  always 
be  provided  with  an  extra  long  flexible  tracheotomy  tube  (see  Fig.  41), 
which  may  be  bent  to  any  required  shape,  and  should  always  have  in 
addition  several  large  catheters,  which  may  be  used  to  pass  down  through 
the  tracheotomy  opening  so  as  to  get  beyond  the  constricted  portion.  The 
ordinary  tracheotomy  tube  is  hardly  ever  efficient  if  there  be  much  lateral 
compression  of  the  trachea,  as  its  end  will  not  reach  down  sufficiently  far. 
If  a tracheotomy  be  done,  great  precautions  must  also  be  taken  during  the 
operation  to  prevent  blood  passing  down  the  trachea,  and  an  assistant 
should  be  told  off  especially  to  perform  this  duty. 

Should  there  be  by  any  chance  serious  bleeding  from  the  raw  surface 
left  when  the  lobe  and  the  isthmus  are  detached,  and  should  it  be  impossible 
to  seize  the  vessel  satisfactorily  in  forceps,  it  is  quite  a simple  matter  to 
under-run  the  bleeding  point  either  with  an  ordinary  fully  curved  needle 
threaded  with  silk  or  with  a sharp  naevus  or  aneurysm  needle.  In  our 
experience  however  this  is  really  never  called  for. 

After-treatment. — After  the  ordinary  gauze  dressings  have  been  applied 
and  a large  mass  of  wool  put  on  to  act  as  a splint  around  the  neck  and 
fastened  with  bandages  carried  beneath  the  shoulders  as  well  as  around  the 
neck  and  head  to  prevent  shifting  of  the  dressing,  the  patient  is  put  back 
to  bed  lying  flat  upon  the  back,  with  a small  pillow  beneath  the  head  so 
as  to  tilt  it  slightly  forward  and  relieve  all  tension  upon  the  line  of  incision. 
The  head  should  be  steadied  by  a sandbag  on  either  side.  The  dressing 
need  not  be  changed  for  three  or  four  days  unless  there  be  very  free  oozing 
from  the  tube.  At  the  first  dressing  the  drainage  tube  may  be  left  out 
and  the  temporary  stitch  tied  so  as  to  obliterate  the  hole.  Recovery  is 
usually  extremely  rapid  and  the  relief  from  the  removal  of  the  thyroid  is 
marked  and  immediate,  so  that  the  patient  begins  to  breathe  normally 
before  the  operation  is  completed. 

Cases  sometimes  occur  which  are  marked  by  distinct  and  peculiar 
symptoms  of  so-called  thyroidism^'  after  this  operation.  These  are  mainly 
high  temperature  without  any  signs  of  local  inflammation,  and  a rapid  pulse 
(about  120)  which  is  sometimes  irregular.  There  is  also  a feeling  of 
suffocation  and  restlessness  and  there  may  be  slight  delirium ) in  some 
cases  death  has  occurred  without  any  further  symptoms.  It  is  presumed 
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that  these  symptoms  are  produced  by  the  absorption  of  the  thyroid  secretion 
poured  out  into  the  cellular  tissue  from  the  raw  surface  made  by  detach- 
ment of  the  enlarged  portion  of  the  gland.  VVe  ourselves  in  a very  large 
number  of  cases  have  not  been  troubled  by  this  condition,  which  we 
attribute  largely  to  the  fact  that  all  our  wounds  are  drained  and  that 
the  thyroid  material  can  therefore  escape  without  becoming  absorbed. 

* Should  the  condition  arise,  free  drainage  must  be  employed,  and  it  has 
been  suggested  to  wash  out  the  wound.  Morphine  may  be  given  for  the 
restlessness  and  arsenic  has  also  been  tried. 

THYROID  ADENOMATA  AND  CYSTS.— In  our  experience  these 
form  the  great  majority  of  thyroid  enlargements  in  this  country.  It  is 
comparatively  seldom  that  a diffuse  parenchymatous  goitre  is  met  with  in 
London  either  in  hospital  or  private  practice ; whether  this  be  also  the 
case  abroad  we  cannot  say. 

In  this  condition  the  gland  as  a whole  is  unaffected  ; but  small 
nodules  of  thyroid  tissue  take  on  independent  growth  forming  typical 
adenomata  surrounded  by  a capsule.  The  adenomata  are  usually  multiple, 
and  may  grow  to  an  excessive  size,  giving  rise  to  great  enlargement  of 
some  particular  portion  of  the  gland  which  may  cause  serious  inconvenience 
to  the  patient.  Other  simple  tumours  are  stated  to  occur  in  the  thyroid 
gland,  but  they  are  very  rare. 

Cysts  of  the  thyroid  are  also  very  common,  and  they  are  definitely 
encapsuled  and  usually  multiple.  As  a matter  of  fact  the  cystic  condition 
is  usually  a cystic  transformation  of  previously  existing  adenomata,  so  that 
we  may  speak  of  thyroid  adenomata  as  being  in  some  cases  solid,  in 
others  cystic.  When  the  cyst  has  reached  a large  size  there  is  practically 
no  remains  of  the  original  adenomatous  tissue. 

Echinococcus  cysts  are  also  met  with  in  the  thyroid.  In  the  early 
stages  the  symptoms  are  very  like  those  of  an  ordinary  cyst,  but  if 
punctured,  of  course,  the  contents  are  characteristic  of  this  affection.  Cases 
have  been  known  where  the  cyst  has  ruptured  into  the  trachea  and  caused 
a fatal  result.  We  need  not  describe  these  further  as  the  symptoms  and 
treatment  are  practically  those  of  the  ordinary  cystic  adenoma. 

Treatment. — This  is  entirely  surgical,  and  the  operations  for  the  removal 
of  cysts  and  adenomata  are  identical  and  quite  simple.  The  incision 
employed  should  be  the  same  as  before  (see  p.  160),  and  is  followed  by 
detachment  of  the  laryngeal  muscles  performed  as  described  above.  This 
exposes  the  gland  containing  the  tumour  which  as  a rule  is  prominent  and 
has  very  little  true  thyroid  tissue  intervening  between  it  and  the  capsule. 
The  best  plan,  whether  the  tumour  be  a cyst  or  an  adenoma,  is  to  make  a 
free  incision  through  the  thyroid  capsule  over  the  tumour  until  the  true 
capsule  of  the  latter  is  reached,  and  then,  with  a blunt  dissector  aided  by 
the  finger,  the  adenoma  or  cyst  is  shelled  out  of  its  bed.  The  swelling,  with 
its  capsule  intact,  should  be  taken  out  whole  and,  as  soon  as  a little  separation 
of  the  anterior  portion  has  been  effected  with  the  instrument,  the  finger 
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passed  in  and  swept  round  will  generally  detach  the  rest  easily.  There 
is  as  a rule  little  bleeding,  a few  vessels  at  the  bottom  of  the  cavity 
from  which  the  tumour  has  been  removed  being  all  that  require  clamping. 
These  swellings  are  often  multiple,  so  that,  after  having  removed  one, 
the  rest  of  the  gland  should  be  carefully  examined  for  others,  which  if 
present  are  enucleated  by  boring  down  to  their  capsule  through  the 
thyroid  tissue  from  the  cavity  left  after  removal  of  the  first  tumour  ; the  finger 
is  swept  round  them  and  they  are  turned  out.  There  is  no  need  to  make 


Fig.  43. — Obuque  Lateral  Incision  for  Thyroid  Tumours.  This  corresponds  to 
the  anterior  margin  of  the  sterno-mastoid  and  is  only  of  use  for  a small  tumour  situated 
well  to  one  side. 


a fresh  incision  through  the  capsule,  as  the  bleeding  when  boring  through  the 
gland  is  very  slight.  In  this  way  a large  number  of  adenomata  may  be 
shelled  out  without  the  necessity  for  removing  any  of  the  true  gland 
substance. 

The  only  difficulty  met  with  is  in  cases  of  long-standing  cysts  in  which 
the  walls  are  calcareous  and  firmly  adherent  to  the  gland  in  which  they  lie, 
and  this  difficulty  is  considerably  increased  when  the  cyst  has  been 
punctured  or  injected  and  inflammation  has  been  set  up  around  it.  Under 
these  circumstances  it  may  be  necessary  to  remove  the  entire  lobe  in  which 
the  swelling  lies  and  the  operation  will  then  be  a true  thyroidectomy 
(see  p.  158).  We  have  however  very  rarely  indeed  found  it  necessary  to  do 
this.  Should  it  be  necessary,  particular  care  must  be  taken  to  preserve  the 
recurrent  laryngeal  from  danger,  as  cysts  which  have  been  repeatedly  tapped 
or  injected  may  contract  very  firm  and  extensive  adhesions. 
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The  after-treatment  is  the  same  as  for  thyroidectomy.  A drainage  tube 
should  be  introduced  either  in  the  same  way  or,  if  the  tumour  be  small, 
directly  through  the- wound  over  the  seat  of  enucleation. 

Enucleation  performed  as  above  is  really  the  only  possible  way  of 
dealing  with  solid  adenomata.  The  cystic  form,  however,  may  sometimes 
be  tapped  and  injected  with  iodine  or  some  other  irritant  material,  but  we 
do  not  advise  this  e.xcept  when  the  patient  refuses  an  operation  or,  for 
some  reason,  operation  is  not  considered  desirable.  Tapping  should 
be  done  with  the  most  careful  antiseptic  precautions  because  suppuration  in 
a thyroid  cyst  is  apt  to  give  rise  to  very  serious  symptoms  not  only  from  the 
septic  condition  itself  but  from  the  consequent  oedema  and  swelling  of 
the  thyroid  and  the  increased  pressure  upon  the  trachea.  As  an  injection, 
5-15  minims  of  tincture  of  iodine  may  be  introduced  after  the  contents  of 
the  cyst  have  been  evacuated.  The  results  of  tapping  and  injection  are 
however  by  no  means  as  satisfactory  as  they  sometimes  are  in  the  case  of 
an  ordinary  serous  cyst,  as  the  cyst  is  here  merely  a part  of  a tumour. 
Often  the  only  effect  of  the  injection  is  to  cause  the  cyst  to  become  adherent 
to  the  gland  and  thus  to  seriously  increase  the  difficulty  of  removal  after- 
wards. The  cysts  have  also  been  opened  and  drained  with  some  partial 
benefit,  but  here  again,  unless  great  care  be  taken,  suppuration  is  apt  to 
occur  and  very  serious  symptoms  may  follow.  Besides  this,  the  progress  of 
the  case  is  tedious  in  the  extreme,  while  the  operation  for  enucleation  is  so 
simple  and  safe  that  incision  and  drainage  are  hardly  justifiable. 

MALIGNANT  GOITRE. — The  usual  form  of  malignant  disease  of 
the  thyroid  is  carcinoma,  which  follows  the  usual  course  of  the  disease  else- 
where, destroying  the  organ  in  which  it  is  growing,  infecting  the  neighbour- 
ing glands  and  spreading  to  other  parts  of  the  body.  The  disease  generally 
is  rapidly  fatal,  six  months  being  about  the  average  duration  of  life  from 
the  time  that  the  trouble  is  discovered.  This  rapidity  is  partly  due  to  the 
pressure  on  the  trachea  producing  gradually  increasing  dyspnoea,  partly  also 
to  the  great  general  weakness  which  follows  the  destruction  of  the  gland 
and  which  is  doubtless  to  some  extent  due  to  the  loss  of  thyroid  secretion. 

Symptoms. — The  symptoms  to  which  this  condition  gives  rise  are 
marked  pains  of  a lancinating  character,  with  rapid  infiltration  of  the  trachea 
and  compres.sion  of  the  oesophagus,  accompanied  by  difficulty  in  swallowing 
and  severe  dyspnoea.  'Fhe  tumour  shows  itself  as  a densely  hard  growth 
which  is  comparatively  small.  A point  on  which  some  stress  is  laid  as 
.serving  to  distinguish  these  tumours  from  simple  enlargements  is  that  in  the 
latter  the  vessels  are  pushed  outwards  and  may  be  found  even  as  far  out 
as  the  posterior  triangle,  while  malignant  tumours  surround  these  structures 
and  do  not  materially  displace  them. 

Sarcoma  of  the  thyroid  has  also  been  described  and  is  usually  of  the 
round-celled  variety.  There  is  not  the  same  infiltration  of  the  whole  gland  as 
in  carcinoma,  but  rather  a very  rapidly  growing  tumour  situated  in  one  lobe. 
The  diagnosis  will  probably  not  be  made  until  after  removal.  The  extreme 
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rapidity  of  the  growth  however  might  cause  a suspicion  as  to  its  true 
nature. 

Treatment. — Attempts  have  been  made  to  remove  a carcinoma  of  the 
thyroid  by  operation  but  these  practically  always  end  in  failure.  The  gland 
is  widely  infiltrated  with  the  disease,  and  the  whole  mass  soon  becomes 
firmly  adherent  to  the  surrounding  structures,  particularly  the  trachea  and 
the  oesophagus  and,  in  attempting  to  detach  it,  either  of  these  structures 
may  be  opened,  or  portions  of  the  disease  may  be  left  behind,  so  that  no 
attempt  at  operative  interference  should  be  made  unless  the  case  be  in  a 
very  early  stage  and  be  limited  to  one  lobe  of  the  gland. 

Palliative  treatment  will  of  course  be  called  for,  as  the  difficulty  in 
breathing  must  be  relieved,  and  therefore  tracheotomy  should  be  done 
before  the  operation  becomes  too  difficult,  and  a long  tracheotomy  tube 
(see  Fig.  41)  should  be  introduced. 

EXOPHTHALMIC  GOITRE. — This  is  essentially  a medical  affectio^ 
and  comes  under  the  care  of  the  physician,  but,  as  attempts  have  been 
made  of  late  to  employ  surgical  treatment  in  these  cases,  it  may  be  well  to 
refer  to  it  here. 

Symptoms. — Exophthalmic  goitre  has  a very  definite  train  of  symptoms 
consisting  essentially  in  palpitations,  tachycardia  or  irregular  heart  rhythm, 
considerable  anaemia,  fibrillar  tremors  of  the  muscles,  most  marked  in  the 
upper  extremity  and  the  tongue,  protrusion  of  the  eye-balls  accompanied 
by  the  symptom  known  as  Von  Graefe’s  sign,  namely  a lagging  behind 
of  the  upper  eyelid  when  the  patient  looks  down,  so  that  the  sclerotic  is 
visible  between  the  lid  and  the  cornea,  together  with  more  or  less  marked 
enlargement  of  the  thyroid  accompanied  by  actual  pulsation,  thrills  and 
bruits  about  the  root  of  the  neck.  The  affection  generally  occurs  in  women 
between  the  ages  of  20  and  40  and  may  be  associated  with  uterine  or 
ovarian  irregularity.  It  often  comes  on  after  overwork,  worry  or  severe 
mental  shock,  and  is  occasionally  met  with  in  men. 

The  progress  of  the  case  varies  in  different  subjects.  In  the  majority 
it  becomes  steadily  worse  until  a fatal  result  occurs  from  general  weakness, 
syncope  or  some  cardiac  affection.  In  a small  minority  the  disease  becomes 
arrested  either  spontaneously  or  under  treatment. 

Pathology. — The  pathology  of  the  disease  is  quite  unknown.  By  some 
it  is  supposed  to  be  due  to  a derangement  of  the  sympathetic  nervous 
system  especially  in  the  cervical  region.  By  others  it  is  attributed  to  an 
excess  of  the  thyroid  secretion,  whilst  by  others  again  it  is  considered  to 
be  a central  nervous  lesion. 

Treatment. — (a)  Medicinal. — In  the  first  place  the  patient  should  be 
placed  under  the  care  of  a physician  and  treated  medicinally.  Freedom 
from  overwork,  worry  and  anxiety  should  be  secured  if  possible  and  any 
uterine  or  ovarian  disorder  should  be  corrected.  The  patient  should 
also  be  placed  among  as  cheerful  surroundings  as  possible  and  change  of 
air,  especially  a sea  voyage,  is  very  useful.  Many  drugs  have  been 
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employed  for  the  affection.  If  the  patient  be  ancEinic,  arsenic  is  especially 
indicated,  whilst  for  sleeplessness  or  excitement  bromide  of  potassium  is 
valuable.  Digitalis  and  other  cardiac  tonics  may  be  necessary  when  the 
heart  symptoms  are  marked.  Thyroid  extract  has  been  administered  but 
does  not  appear  to  have  been  followed  by  any  special  benefit ; indeed 
some  cases  seem  to  get  worse  under  it.  Better  results  are  stated  to  have 
followed  the  use  of  extract  of  thymus  gland. 

(b)  Surgical. — Thyroidectomy. — Should  medical  remedies  prove  un- 
availing, surgical  measures,  which  have  come  considerably  into  prominence 
of  late  years,  should  be  tried. 

On  the  view  that  the  disease  depends  upon  excessive  thyroid  secretion, 
removal  of  a portion  of  the  thyroid  gland  has  been  practised  in  a large 
number  of  cases,  the  portion  removed  being  usually  the  lobe  that  is  most 
enlarged  and  which  is  therefore  most  likely  to  interfere  to  some  extent  with 
breathing ; in  some  cases  the  isthmus  alone  has  been  removed.  The  result 
thus  produced  is  sometimes  extremely  remarkable ; according  to  several 
reliable  observers  a considerable  proportion  of  the  cases  have  been  en- 
tirely cured ; at  any  rate  the  tremors  disappear,  and  some  estimate  that 
the  proportion  of  cures  is  as  high  as  40%  of  those  operated  upon.  We 
ourselves  have  done  a considerable  number  of  these  cases  and  although, 
in  only  one  instance  can  we  say  that  we  have  obtained  an  absolute  and 
permanent  cure,  the  improvement  has  often  been  very  remarkable,  the 
nervous  phenomena,  such  as  the  tremors,  palpitations  and  tachycardia, 
being  especially  benefited.  Patients  who  are  unable  to  enjoy  any  amuse- 
ment or  to  do  any  mental  or  even  fine  manual  work  are  often  able  to  do  so 
after  the  operation.  We  cannot  however  say  that  as  a rule  we  have  seen 
the  exophthalmos  disappear  or  even  the  nervous  phenomena  get  entirely  well. 

The  operation  is  not  unaccompanied  by  danger.  Although  the  thyroid 
gland  pulsates  and  bruits  are  heard  over  it,  we  have  never  found  any  difficulty 
whatever  with  regard  to  haemorrhage.  If  the  operation  be  performed  as  we 
have  already  described  (see  Thyroidectomy,  p.  158)  the  bleeding  is  practi- 
cally nil  and,  as  there  are  no  adhesions  to  the  neighbouring  structures, 
the  gland  can  be  turned  out  readily  and  quickly.  The  great  danger  is 
however  the  anaesthetic,  and  a number  of  patients  have  died  whilst  under 
its  influence.  We  ourselves  have  met  with  two  instances  in  our  own 
practice ; so  that  the  operation,  if  decided  upon,  must  either  be  performed 
under  cocaine  or  the  very  greatest  care  must  be  observed  in  the  ad- 
ministration of  the  antesthetic.  In  spite  of  this,  however,  we  are  decidedly 
of  opinion  that,  should  the  medical  treatment  fail,  it  is  well  worth  the 
patient’s  while  to  have  the  most  prominent  portion  of  the  thyroid  removed- 

Division  and  removal  of  the  cervical  sympathetic. — Another  method  of 
treatment  that  has  come  into  vogue  of  recent  years  is  based  upon  the 
theory  that  the  cause  of  the  disease  lies  essentially  in  the  cervical  sympathetic, 
and  attempts  have  been  made  to  cure  it  by  operation  directed  to  this 
structure.  Thus  the  cervical  sympathetic  trunk  has  been  divided  in  the 
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neck,  or  the  superior  cervical  ganglia  have  been  removed  and  considerable 
improvement  is  said  to  have  followed  this.  If  the  superior  cervical  ganglion 
alone  is  to  be  removed  it  is  best  reached  through  an  incision  about  three 
inches  in  length  along  the  anterior  border  of  the  sterno-mastoid  muscle 
and  with  its  centre  just  below  the  angle  of  the  jaw.  The  anterior  margin 
of  the  muscle  is  defined  and  hooked  well  back,  the  deep  cervical  fascia  is 
divided  and  the  carotid  sheath  exposed  and  pulled  well  in  towards  the 
middle  line,  when  the  ganglion  is  readily  seen  behind  it  and  can  be  removed. 
We  have  described  elsewhere  ^ the  points  of  importance  in  the  operation. 
It  should  be  performed  on  both  sides. 

Quite  recently  Jonnesco  of  Bucharest  has  removed  the  entire  cervical 
sympathetic  chain  on  both  sides  including  all  three  ganglia  and  their 
connecting  cords,  and  claims  the  most  excellent  results  for  the  operation. 
We  have  no  personal  experience  of  these  procedures.  When  the  entire 
cervical  chain  is  removed  it  is  better  to  make  an  incision  along  the 
posterior  margin  of  the  sterno-mastoid  and  displace  the  muscle  forwards, 
defining  and  pulling  inwards  the  carotid  sheath.  The  sympathetic  chain 
is  found  behind  this,  and  the  superior  or  middle  ganglion  is  identified 
and  the  rest  of  the  cord  and  fhe  ganglia  followed  and  removed.  On  no 
account  should  either  of  these  operations  be  attempted  by  separating  the 
carotid  artery  and  the  jugular  vein  as  there  is  sure  to  be  much  bleeding 
and  the  vagus  may  be  damaged. 

Other  surgical  measures  such  as  ligature  of  the  thyroid  vessels  have 
been  tried  but  seem  to  possess  no  advantages  whatever  over  the  removal 
of  a portion  of  the  gland. 

'^British  Medical  Journal,  1900,  vol.  ii.,  p.  1175. 
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THE  SURGICAL  AFFECTIONS  OF  THE 

ABDOMEN. 

CHAPTER  XL 

AFFECTIONS  OF  THE  ABDOMINAL  WALL. 

TRAUMATIC  AFFECTIONS  OF  THE  ABDOMINAL  WALL. 

Injuries  of  the  abdominal  wall,  like  those  occurring  elsewhere,  may  or 
may  not  be  accompanied  by  a breach  of  the  skin;  that  is  to  say,  they 
may  be  divided  into  wounds  or  contusions.  The  actual  affections  of  the 
abdominal  walls  themselves  differ  in  no  way  from  similar  injuries  elsewhere, 
but  their  importance  is  due  to  the  fact  that  they  are  often  associated 
with  injuries  to  the  abdominal  cavity  or  its  contents.  Thus,  an  incised 
wound  may  penetrate  the  abdomen  and  damage  its  contents,  and  even  a 
severe  contusion  may  be  associated  with  the  most  extensive  internal  injuries. 
^Vhen  the  abdominal  wall  is  forcibly  struck,  the  muscles  involuntarily  contract 
and,  up  to  a certain  point,  protect  the  abdominal  contents.  When,  however, 
the  blow  is  severe,  the  wall  yields  to  the  pressure,  especially  when  the 
blow  is  sudden  and  the  muscles  are  taken  by  surprise,  and  deeper-seated 
injuries  occur.  These  are  very  various  in  their  nature  and  may  be  rupture  of 
the  stomach,  intestines,  bladder,  liver,  spleen,  kidneys,  etc.  In  considering 
injuries  of  the  abdominal  wall  therefore  we  have  to  deal  with  two  great 
classes:  i.  Injuries  limited  to  the  abdominal  wall  itself,  which  in  their 
turn  may  be  {a)  simple  contusions,  {b)  rupture  of  muscles,  and  {c)  various 
forms  of  non-penetrating  wounds  ; and  2.  Injuries  accompanied  by  lesions  of 
the  abdominal  contents ; these  again  may  be  grouped  under  two  headings, 
{a)  those  in  which  the  skin  is  unbroken,  and  {b)  those  accompanied  by 
a penetrating  wound  of  the  abdominal  wall. 

INJURIES  LIMITED  TO  THE  ABDOMINAL  WALL. 

SIMPLE  CONTUSIONS. — These  are  comparatively  rare,  for  the 
abdominal  wall  usually  gives  way  before  a .sudden  blow  and  so  e.scapes 
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much  bruising ; in  fact,  when  a bad  contusion  of  the  abdominal  wall  is 
met  with,  the  probability  is  that  there  is  also  injury  to  the  abdominal 
contents  and  this  constitutes  the  great  importance  of  these  cases.  Locally 
the  signs  of  contusion  are  the  same  as  elsewhere,  namely  effusion  of  blood, 
tearing  of  the  deeper  tissues,  etc. ; the  only  important  point  to  be  considered 
is  whether  the  injury  is  associated  with  rupture  of  the  abdominal  muscles 
{vide  infra).  M'hen  contusion  of  the  skin  of  the  abdomen  occurs  without 
injury  to  the  contents  it  means  that  sufficient  contraction  of  the  muscles  has 
occurred  to  prevent  the  force  being  transmitted  to  the  abdominal  viscera. 

Treatment. — The  patient  should  be  put  to  bed  at  once  and  a firm 
bandage  outside  a mass  of  cotton  wool  should  be  applied  around  the 
trunk  so  as  to  give  the  abdominal  muscles  rest  and  support.  The  shock 
must  be  suitably  treated  by  stimulants,  hot  blankets,  and  so  forth.  The 
hgematoma  that  forms  should  be  treated  as  a htematoma  elsewhere,  and  if 
large  the  most  rapid  and  satisfactory  method  is  to  incise  and  drain  it. 
Hsematomata  in  this  situation,  especially  when  situated  towards  the  posterior 
part  of  the  abdomen,  are  more  likely  to  suppurate  than  are  hsematomata  in 
other  parts,  probably  because  there  is  bruising  of  the  whole  thickness  of 
the  abdominal  wall  and  the  large  intestine  beneath  and  bacteria  may  pass 
directly  from  the  interior  of  the  latter  into  the  contused  tissues.  The 
patient  must  be  kept  quiet  and  watched  very  carefully  for  the  appearance 
of  symptoms  of  peritonitis.  This  might  arise  either  from  some  unsuspected 
injury  to  the  abdominal  contents  or  from  deep-seated  suppuration  in  a 
hsematoma  involving  the  peritoneum. 

RUPTURE  OF  MUSCLES. — This  may  occur  either  from  external 
violence  or  spontaneously  from  sudden  contraction  of  the  muscle  itself. 
The  latter  condition  of  course  does  not  strictly  come  under  the  definition 
of  an  injury  to  the  abdominal  wall,  but  it  is  more  convenient  to  refer  to 
it  here. 

T'V/ien  a muscle  is  ruptured  as  the  result  of  external  violence,  the  muscle 
affected  is  usually  the  rectus,  although  more  rarely  some  of  the  lateral 
abdominal  muscles  may  be  torn.  The  rupture  may  be  partial  or  complete, 
but  in  the  great  majority  of  cases  only  a few  fibres  are  involved. 

The  injury  is  usually  marked  by  sudden  and  severe  pain  at  the  time 
of  the  accident,  accompanied  by  some  degree  of  shock.  Vomiting  is  not 
uncommon  although  it  is  not  always  present,  and  the  pain  is  naturally 
increased  by  vomiting  and  by  pressure.  In  bad  cases  there  may  be  a 
certain  amount  of  temporary  paralysis  of  the  intestine  accompanying  the 
injury,  but  this  is  more  usual  where  the  effects  of  the  force  have  been 
transmitted  to  the  abdominal  contents.  In  the  course  of  a few  hours 
a hgematoma  may  form  and  this  will  considerably  obscure  the  nature  of 
the  injury.  As  the  blood  becomes  absorbed,  the  defect  in  the  muscle 
may  be  evident  to  touch,  and  the  thickened  ends  may  be  felt  above  and 
below,  while  there  may  be  a bulging  forwards  of  the  abdominal  wall  in  the 
interval.  ^Vhen  the  abdominal  viscera  are  not  injured,  the  patient  pro- 
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grasses  satisfactorily,  but  the  pain  on  throwing  the  abdominal  muscles  into 
action  may  last  for  some  time,  and,  when  only  a few  fibres  are  affected,  the 
pain  may  last  for  a very  long  time,  and  is  then  probably  due  to  adhesions 
of  fibres  to  one  another  or  to  other  muscles.  Ventral  hernia  not  infre- 
quently follows  at  a later  period. 

The  spontatieous  rupture  of  a muscle  not  uncommonly  follows  a sudden 
movement  of  a patient  who  is  the  subject  of  a debilitating  disease 
and  in  whom  the  muscles  have  undergone  a certain  amount  of  waxy 
degeneration.  This  is  perhaps  most  common  in  typhoid  fever,  and  those 
convalescing  from  this  affection  may  rupture  the  recti  quite  easily  when 
attempting  to  sit  up,  or  when  vomiting,  coughing,  etc.  Rupture  of  perfectly 
healthy  abdominal  muscles  also  may  occur  in  violent  gymnastic  exercises, 
playing  tennis,  or  in  any  exertion  accompanied  by  a sudden  twist  of  the 
trunk ; the  rupture  usually  only  involves  a small  portion  or  even  a few  fibres 
of  muscle,  but  it  may  give  rise  to  considerable  and  persistent  pain. 

The  symptoms  of  spontaneous  rupture  are  much  the  same  as  those  of 
rupture  due  to  traumatism.  There  is  great  pain  at  the  time,  inability  to 
perform  certain  movements  and  often  vomiting,  constipation  and  sometimes 
serious  collapse  which  often  leads  to  suspicion  of  a strangulated  internal 
hernia  or  commencing  peritonitis.  Ecchymosis  follows  the  rupture,  and 
pain  may  persist  for  some  time. 

When  a muscle  is  spontaneously  ruptured  in  a healthy  subject,  healing 
occurs  readily  even  though  the  ends  may  not  be  in  perfect  apposition. 
When  however  the  rupture  involves  only  a few  fibres,  a painful  spot  is  very 
likely  to  be  left  for  a considerable  time,  probably  due  to  adhesion  of  the 
muscular  fibres  preventing  the  free  action  of  the  muscle.  When  however 
rupture  occurs  in  those  convalescing  from  typhoid  fever  or  other  debilitating 
diseases,  repair  is  much  slower  and  it  is  sometimes  complicated  with  suppura- 
tion ; in  the  end  however  it  occurs  fairly  satisfactorily. 

Treatment. — When  the  rupture  only  involves  a fezv  fibres  the  best 
treatment  is  to  put  the  patient  at  rest  for  a few  days ; if  there  be  any 
swelling,  an  ice-bag  may  be  applied  for  the  first  24*  hours.  After  that, 
gentle  rubbing  with  some  slightly  stimulant  liniment,  such  as  lin.  terebinth, 
aceticum,  should  be  employed  to  promote  the  absorption  of  the  effusion. 
This  is  followed,  if  pain  continues,  by  vigorous  massage  so  as  to  free  any 
adhesions  between  the  muscular  planes.  Rest  should  not  be  continued 
for  more  than  a week  from  the  commencement  of  treatment  as  otherwise 
pain  and  stiffness  may  persist. 

When  a muscle  is  extensively  rupUired,  the  parts  must  be  put  at  rest  in 
such  a position  as  to  enable  the  torn  ends  to  come  close  together ; for 
example,  when  the  rectus  is  affected,  the  shoulders  and  pelvis  should  be 
raised.  When  this  suffices  to  secure  approximation  this  position  should 
be  maintained  for  two  or  three  weeks,  when  extension  may  be  gradually 
effected ; spontaneous  movements  of  the  muscle  may  be  allowed  after 
six  weeks.  When  however  there  is  wide  separation  of  the  ruptured  ends 
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and  when  it  is  impossible  to  bring  them  together  satisfactorily,  a better 
result  will  be  obtained  by  exposing  the  torn  ends,  turning  out  blood-clot 
and  suturing  the  ruptured  muscle  ; this  has  the  additional  advantage  that  it 
enables  measures  to  be  taken  against  the  possible  occurrence  of  a ventral 
hernia  subsequently.  When  a muscle  is  completely  torn  across,  the  ruptured 
ends  are  apt  to  curl  up,  so  that  the  smooth  outer  surfaces  of  the  mu.scle 
are  opposed,  and  these  unite  very  imperfectly.  The  method  of  suture  has 
been  already  described  (see  Part  II.,  p.  199). 

IF/ien  the  rupture  occurs  in  the  course  of  a disease,  such  as  typhoid  fever, 
the  muscular  fibres  have  degenerated,  and,  quite  apart  from  the  fact  that 
the  patient  is  not  then  in  a condition  to  stand  an  operation,  the  chances  of 
proper  healing  after  suture  are  comparatively  slight.  Another  argument 
against  operation  is  the  fact  that  in  these  cases  the  ends  of  the  degenerated 
muscle  do  not  tend  to  curl  up  as  do  those  of  a healthy  one.  We  should 
therefore  not  suggest  operation  here. 

NON-PENETRATING  ABDOMINAL  WOUNDS.  — These  may  be 

inflicted  with  sharp  instruments,  such  as  a knife  or  a bayonet,  by  bullets 
or  by  blunt  instruments,  in  which  case  the  wounds  are  contused.  The 
important  question  in  all  cases  of  a wound  of  the  abdominal  wall  is  whether  it 
penetrates  the  peritoneal  cavity,  and  whether,  if  penetrating,  it  is  accom- 
panied by  injury  of  the  abdominal  viscera.  We  are  only  dealing  here  with 
the  non-penetrating  wounds ; the  other  form  is  dealt  with  later.  In  non- 
penetrating wounds  of  the  abdominal  wall  there  is  usually  comparatively 
little  shock  or  bleeding,  although  the  latter  point  varies  of  course  with  the 
position  and  nature  of  the  injury.  Unless  the  wound  becomes  infected  and 
suppuration  occurs  the  patient  does  perfectly  well. 

Treatment. — The  first  and  most  important  point  to  determine  is 
whether  the  wound  is  penetrating,  and  this  should  be  ascertained  in  every 
case  of  a wound  of  the  abdominal  wall.  Before  proceeding  to  make  a full 
examination  it  is  most  important  to  disinfect  the  external  wound  and  the 
skin  around  as  thoroughly  as  possible  so  as  to  avoid  carrying  infective 
material  to  the  deeper  parts  of  the  wound,  or  possibly  into  the  peritoneal 
cavity,  upon  the  fingers,  instruments,  or  sponges ; for  it  must  be  remembered 
that,  even  when  there  is  actual  penetration,  the  instrument  by  which  it  was 
caused  may  not  have  carried  infective  material  further  than  the  surface, 
especially  if  the  wound  be  small. 

The  disinfection  of  the  wound  is  effected  as  already  described  (see  Part 
I.,  p.  161)  taking  particular  care  to  prevent  the  strong  disinfectant  from 
running  into  the  abdominal  cavity  should  the  wound  be  a penetrating  one. 
Instead  of  passing  a probe  to  see  if  there  be  a penetration  of  the  abdomen, 
the  wound  should  be  enlarged  so  as  to  expose  the  opening  in  the  muscles 
at  any  rate,  and  then  the  deeper  parts  should  be  disinfected  before 
going  further.  The  condition  of  the  parts  deeper  than  the  muscles  may 
finally  be  investigated.  If  no  opening  be  found,  a small  gauze  drain 
should  be  put  in  at  one  end  of  the  wound  and  the  muscles  and  skin  carefully 
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sutured  in  layers.  It  is  well  to  pass  a stitch  through  the  muscles  opposite 
the  point  at  which  the  drain  emerges  and  to  knot  its  ends  and  leave  it  long 
so  that  it  can  be  tied  subsequently  when  it  is  certain  that  the  wound  is 
aseptic  and  that  drainage  may  safely  be  discontinued ; this  is  important 
as,  if  a drain  be  left  in  longer  then  two  or  three  days,  a ventral  hernia 
is  e.xtremely  likely  to  occur  through  the  small  opening  left  by  it  in  the 
abdominal  wall. 

W'hen  the  wound  divides  muscles  transversely  to  their  fibres,  the  skin 
wound  must  be  thoroughly  opened  up  and,  after  dealing  suitably  with  the 
deeper  part  of  the  wound,  the  muscles  should  be  carefully  stitched  together  as 
already  described  (see  Part  II.,  p.  161).  If  it  be  necessary  to  employ  a drain 
deeper  than  the  muscles  in  these  cases,  it  is  best  to  make  it  emerge  by 
separating  the  muscular  fibres  longitudinally,  and  bringing  the  end  of  the 
drain  out  between  the  separated  fibres.  This  will  enable  the  transversely 
divided  fibres  to  unite  accurately,  whereas  the  emergence  of  the  drain 
between  them  might  interfere  with  it.  A stitch  should  be  passed  through  the 
muscle  opposite  the  drain  in  the  manner  just  described  (^ide  supra),  and 
tied  at  the  end  of  two  or  three  days  when  the  wound  is  aseptic  and  the 
drain  is  removed. 

INJURIES  COMPLICATED  BY  DAMAGE  TO  THE  ABDOMINAL  CONTENTS. 

ABDOMINAL  CONTUSIONS  ACCOMPANIED  BY  VISCERAL 
INJURIES  . — A point  of  the  greatest  importance  and  difficulty  is  to  de- 
termine whether  in  any  given  case  the  abdominal  wall  alone  be  injured  or 
whether  the  internal  organs  have  suffered  also.  This  point  is  most  difficult 
to  make  out  immediately  after  the  injury,  but  it  must  nevertheless  be  decided 
as  soon  as  possible,  for  rupture  of  one  of  the  internal  organs  is  not  at  all 
uncommon  after  a severe  blow  on  the  abdomen,  and  in  many  cases  the  only 
chance  of  successful  interference  is  at  the  earliest  possible  moment.  The 
viscera  usually  injured  are  the  small  intestines ; the  colon  lies  deeply  in  the 
loin  and  the  stomach  high  up  under  the  ribs,  and  both  are  very  likely  to 
escape  damage  unless  distended ; should  the  latter  organ  be  distended,  as 
after  a meal,  it  is  on  the  other  hand  very  liable  to  injury.  Fixation  of  the 
intestines,  either  normal  or  pathological,  renders  them  more  liable  to  rupture 
than  the  freely  movable  portions  : for  instance,  the  duodenum  is  not 
uncommonly  ruptured  from  a blow  over  the  upper  part  of  the  abdomen, 
whilst  the  rest  of  the  small  intestine  slips  out  of  the  way  and  escapes. 
Similarly,  old  inflammatory  adhesions  which  fix  the  intestines  either  to  one 
another  or  to  the  abdominal  wall,  render  them  very  susceptible  to  damage. 
Besides  the  intestines,  the  mesentery  or  the  omentum  may  be  damaged,  and 
fatal  haemorrhage  into  the  peritoneal  cavity  may  occur.  The  other  abdominal 
organs,  such  as  the  liver,  the  spleen,  the  kidney,  etc.,  may  also  be  ruptured. 

The  undeniably  grave  prognosis  of  an  injury  to  the  abdominal  organs 
depends  on  the  fact  that,  on  the  one  hand,  extravasation  of  their  contents  may 
occur  and  may  lead  to  a rapidly  fatal  septic  peritonitis  or,  on  the  other  hand. 
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there  may  be  directly  fatal  htemorrhage.  In  either  case  it  is  evident  that 
early  recognition  of  the  true  nature  of  the  case  affords  the  only  real  chance  for 
the  patient.  It  is  exceedingly  rare  for  patients  to  recover  from  severe  injuries 
of  this  nature  without  operation. 

Unfortunately,  as  we  have  said,  it  is  often  extremely  difficult  to  be  certain 
of  the  diagnosis  in  the  early  stages,  and  it  is  not  until  some  time  has  elapsed 
that  the  symptoms  are  sufficiently  unequivocal  to  lead  to  an  accurate  estimation 
of  the  state  of  affairs.  Amongst  the  more  important  points  tending  to  confirm 
the  diagnosis  of  visceral  injury  are  prolongation  of  the  shock,  intense  and 
continued  pain,  and  persistent  vomiting.  At  the  same  time,  should  there  be 
gas  free  in  the  abdominal  cavity,  as  shown  by  diminution  in  the  liver  dulness. 
combined  with  distension  of  the  abdomen,  the  diagnosis  is  fairly  certain. 
This  condition  however  is  not  common  in  the  early  stages,  and  the  only  sure 
sign  is  the  development  of  definite  symptoms  of  peritonitis.  Unfortunately, 
when  this  stage  is  reached  it  is  generally  too  late  to  do  good  by  operation, 
and  it  is  far  better  to  open  the  abdomen  on  suspicion  than  to  waste  valuable 
time  waiting  for  the  onset  of  a peritonitis  that  puts  the  case  beyond  help. 
Unless  the  patient  be  extremely  feeble,  the  exploratory  laparotomy  is  not 
likely  to  be  accompanied  by  much  danger,  unless  followed  by  free  manipula- 
tion of  the  abdominal  contents ; as  a rule  this  is  not  called  for,  as  the  seat  of 
injury  is  immediately  beneath  the  site  of  the  contusion. 

When  the  intestines  have  been  ruptured,  the  condition  rapidly  becomes 
more  grave ; the  dyspnoea  becomes  more  intense,  there  is  marked  distension 
of  the  abdomen,  the  patient  assumes  the  typical  abdominal  aspect,  and  death 
occurs  very  rapidly.  When  other  abdominal  viscera  have  been  ruptured,  the 
symptoms  special  to  the  particular  injury,  which  will  be  dealt  with  in  their 
appropriate  place,  set  in.  Sometimes,  when  the  bowel  has  been  injured  and 
no  extravasation  of  its  contents  has  occurred,  a localised  peritonitis  may  be 
set  up  which  prevents  infection  of  the  general  peritoneal  cavity  should 
perforation  occur  at  a later  date ; the  result  is  a limited  abscess  in  the 
peritoneal  cavity  after  the  evacuation  of  which  a faecal  fistula  results. 

Treatment. — When  the  immediate  symptoms  are  not  urgent,  and  the 
diagnosis  of  an  internal  injury  is  therefore  not  clear,  it  may  be  justifiable  to 
wait  for  a time  and  to  employ  the  ordinary  remedies  for  shock  (see  Part  I., 
p.  139)  until  the  patient  recovers  slightly.  The  question  of  the  administra- 
tion of  morphine  in  the  treatment  of  pain  and  shock  is  somewhat  difficult 
because,  though  it  tends  to  mask  the  symptoms,  it  is  undoubtedly  beneficial 
in  immobilising  the  intestines,  and  thus  diminishing  intra-peritoneal  extravasa- 
tion should  rupture  have  taken  place.  Therefore,  unless  the  pain  be  very 
severe,  it  is  well  to  avoid  its  use,  but  when  pain  is  excessive  a small  dose  (gr. 
^ hypodermically)  may  be  given.  The  patient  should  be  kept  absolutely  at 
rest  in  bed  upon  the  back,  with  the  knees  flexed  and  tied  together  over  a 
pillow,  and  nothing  should  be  given  by  the  mouth.  If  the  phenomena  of 
shock  disappear  in  a few  hours  and  no  further  peritoneal  symptoms  arise  it 
may  be  presumed  that  no  serious  internal  injury  has  been  done. 
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On  the  other  hand,  if  the  initial  symptoms,  especially  severe  collapse 
with  a small  rapid  pulse  and  subnormal  temperature,  continue  or  if  persistent 
vomiting  sets  in  or  there  be  increase  of  the  pain  and  a tendency  to  distension, 
it  is  well  to  open  the  abdomen  without  delay.  This  is  still  more  imperative 
when  hasmatemesis,  immediate  meteorism,  obliteration  of  the  liver  dulness 
or  localised  tympanites  is  present ; here  the  best  plan  is  to  open  the 
abdomen  at  once  by  an  incision  close  to  the  middle  line  unless  there  be 
some  marked  local  injury  to  one  side.  If  for  instance  there  has  been  a 
severe  blow  over  the  liver,  the  gall  bladder,  or  the  spleen,  rupture  of  one  of 
these  structures  may  be  suspected,  and  it  is  then  perhaps  better  to  make 
the  incision  over  the  seat  of  injury. 

Exploratory  laparotomy  for  abdominal  contusions. — In  all  these  operations 
special  attention  must  be  paid  to  the  diminution  of  shock.  This  question 
has  already  been  dealt  with  (see  Part  L,  p.  139);  in  the  cases  under  notice 
the  greatest  reliance  will  be  placed  upon  the  hypodermic  administration  of 
strychnine  and  performing  the  operation  in  a well-heated  room  (7o°  75'’F.) 
with  all  the  rapidity  possible. 

Shock  plays  such  an  important  part  in  all  injuries  to  the  abdominal 
viscera  that  the  importance  of  the  various  measures  to  combat  it 
cannot  be  over-estimated.  The  patient’s  extremities  should  be  wrapped 
up  in  cotton-wool  or  thick  woollen  stockings,  and  surrounded  by  blankets 
and  hot-water  bottles ; if  possible,  the  operating  table  should  be  a hot- 
water  table  (see  Part  I.,  p.  140);  all  abdominal  cloths,^  towels  and  lotions 
should  be  hot,  and  the  normal  saline  solution^  used  after  the  abdominal 
cavity  is  opened  must  be  carefully  kept  at  or  above  the  body  tempera- 

ture. The  solution  used  for  the  surgeon’s  hands  and  for  the  sponges 
should  be  frequently  renewed  to  keep  up  its  temperature,  whilst  that  used 
for  irrigating  the  abdomen  should  be  strictly  tested  with  a thermometer. 
Large  quantities  of  the  solution  must  be  at  hand,  as  quarts  or  even 

gallons  may  be  required  during  the  operation  and  there  must  be  no  delay 
in  making  it. 

The  ancesthetic  should  be  ether  or  the  A.C.E.  mixture,  and  before 

^ The  ordinary  abdominal  cloths  are  made  of  linen  and  are  12  to  18  inches  square,  with 
hemmed  edges.  They  are  prepared  for  use  by  boiling  for  at  least  1 5 minutes  either  in  normal 
saline  solution  (.75%)  or  plain  water.  After  being  boiled,  they  are  put  to  drain  in  a 
hot-water  jacketed  vessel  so  that  they  remain  always  hot,  and  their  number  is  carefully 
counted  before  and  after  operation.  If  smaller  cloths  than  these  be  used  it  is  a very  useful 
precaution  to  have  a long  piece  of  silk  or  tape  fastened  to  one  corner  of  each  cloth.  This 
is  allowed  to  hang  out  of  the  wound  and  may  be  grasped  in  forceps.  There  is  then  no 

risk  of  overlooking  a very  small  cloth  as  may  readily  be  done  when  working  deep  in 

the  abdomen.  These  cloths  are  superior  to  gauze  or  sponges  as  they  are  absolutely 
unirritating. 

^ As  this  solution  will  be  referred  to  frequently  in  the  later  chapters  it  may  be  well 
to  state  its  composition  here.  It  is  a .75%  solution  of  common  salt,  and  is  made  by 
adding  i dram  of  common  salt  to  the  pint  of  water,  boiling  this  for  15  minutes  in  a 
covered  vessel  and  allowing  it  to  cool  to  the  required  temperature — as  ascertained  by 
the  thermometer. 

PT.  VI. 
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operation  a hypodermic  injection  of  strychnine  (l\v.)  may  be  given,  to  be 
followed  by  another  if  necessary  during  its  progress.  It  is  well  if  possible 
to  administer  a hot  enema  containing  two  ounces  of  beef  tea  and  an  ounce  of 
brandy  about  a quarter  of  an  hour  before  the  patient  goes  upon  the  operating 
table,  and  instruments  should  be  at  hand  for  the  purpose  of  intra-venous 
saline  infusion,  which  may  be  practised  before  operation  if  the  shock  be 
very  extreme;  As  a rule  the  rectal  enema  is  sufficient  unless  there  be 
severe  haemorrhage  also.  It  should  however  be  had  recourse  to  during  the 
operation  if  the  shock  be  very  severe. 

It  must  never  be  forgotten  that  not  only  is  the  operation  accompanied 
by  severe  shock  in  itself  but  the  patient  before  the  commencement  of  the 
operation  is  profoundly  collapsed,  and  it  is  of  the  highest  importance  to 
have  everything  ready  before  the  anaesthetic  is  commenced.  We  also 
advise  that  the  shaving  and  purification  of  the  abdomen,  arrangement  of 
towels,  etc.,  should  be  done  at  this  stage  in  order  to  shorten  the  length 
of  the  anaesthesia.  The  preliminary  injection  of  morphine  {vide  supra)  will 
greatly  diminish  the  pain  that  this  would  otherwise  cause.  The  bladder 
must  be  emptied  by  a catheter. 

The  first  point  after  the  abdomen  has  been  opened  is  to  inspect  the 
interior  by  simply  separating  the  edges  of  the  abdominal  incision  without 
disturbing  the  parts.  The  whole  question  of  the  treatment  of  the  abdo- 
minal wall,  as  apart  from  its  contents,  is  treated  separately  (see  p.  185). 

The  first  thing  that  meets  the  surgeon's  eye  on  openhtg  the  peritonemn 
may  be  extrnvasated  blood,  and  the  point  is  then  to  investigate  its  source. 
Some  help  may  be  gained  by  noticing  its  distribution  or  by  seeing  whether 
it  wells  up  from  any  particular  region  as  it  is  sponged  away.  Large  vascular 
organs,  such  as  the  liver  and  the  spleen,  are  very  commonly  the  seat  of 
serious  htemorrhage,  and  these  should  be  examined  first  unless  the  seat  of 
the  haemorrhage  be  obvious ; if  wounded",  they  should  receive  appropriate 
treatment  which  will  be  dealt  with  later.  Should  the  bleeding  not  be 
from  either  of  these  sources,  it  is  probably  from  the  omentum  or  the 
mesentery,  and  these  should  be  examined  methodically  in  this  order  and 
any  bleeding  point  secured.  Numerous  hot  abdominal  cloths  will  be 
required  to  receive  and  cover  the  intestinal  coils  as  they  are  brought 
out  of  the  wound. 

If  there  has  been  much  haemorrhage  into  the  peritoneal  cavity,  blood 
will  gush  out  as  soon  as  the  peritoneum  is  divided  to  an  extent  that  may 
give  the  surgeon  the  impression  that  it  is  actively  pouring  out  of  some 
big  vessel ; as  a matter  of  fact,  it  will  be  the  blood  that  has  accumulated 
in  the  peritoneal  cavity,  as  can  be  seen  by  the  fact  that  it  is  mixed  with 
quantities  of  clot.  Till  this  has  to  some  extent  been  got  rid  of  it  is 
practically  impossible  to  ascertain  the  source  of  the  heemorrhage,  and, 
therefore,  the  wound  should  be  held  wide  open,  and  the  sides  of  the 
abdomen  gently  pressed  together  with  the  view  of  squeezing  out  the  blood 
as  quickly  as  possible.  The  remainder  may  then  be  mopped  up  from  the 
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surface,  and  an  attempt  made  to  ascertain  by  sight  from  what  direction 
the  bleeding  comes. 

If  on  inspection  intestinal  contents  be  found  i?i  the  abdomen,  some  clue 
as  to  the  site  of  the  extravasation  may  be  obtained  by  examination  of 
the  extravasated  material ; thus,  if  it  be  a sour-smelling  fluid  containing 
undigested  food  without  any  faecal  odour,  the  condition  of  the  stomach 
should  be  investigated  first ; if  the  food  be  partially  digested  but  devoid  of 
intestinal  odour,  it  is  suggestive  of  injury  to  the  duodenum,  which  should 
receive  attention  first ; if  the  material  be  distinctly  faecal,  the  small  intestine 
or  the  large  must  be  examined  first  according  to  the  characteristics  present ; 
the  contents  of  the  small  intestine  will  be  liquid  and  usually  yellowish  in 
colour,-  whilst  those  of  the  large  bowel  are  semi-solid  or  contain  hard  masses 
and  are  dark  brown  or  black.  These  points  should  always  be  noted  before 
any  disturbance  of  the  viscera  is  carried  out. 

The  surgeon  is  undoubtedly  often  saved  a tedious  search,  and  the 
prospects  of  the  patient  are  proportionately  improved  by  the  fact  that  in 
many  cases  the  seat  of'  injury  lies  immediately  beneath  the  abdominal 
incision,  especially  if  this  be  made  over  the  seat  of  the  blow.  Any  injury 
severe  enough  to  damage  the  intestine  generally  arrests  the  peristaltic 
action  at  once,  so  that  the  injured  bowel  lies  in  the  position  that  it  occupied 
at  the  time  of  the  injury.  When  found,  any  wound  of  the  stomach  or 
intestine  must  be  repaired  in  the  most  appropriate  manner ; this  is  dealt 
with  later.  Sometimes  the  intestine  is  not  only  ruptured  but  is  so  severely 
bruised  as  to  render  its  recovery  impossible  and  it  will  then  be  necessary 
to  excise  the  injured  portion ; the  method  of  doing  this  is  considered 
later. 

When  on  opening  the  abdomen  neither  blood  7tor  intestinal  contents  are 
found  extravasated  on  the  surface,  it  is  well  to  investigate  the  condition  of 
the  intestines  before  closing  the  wound  because,  although  peristaltic  action 
is  generally  arrested  when  the  bowel  is  injured,  the  damaged  portion  may 
possibly  have  become  displaced  and  covered  in  by  healthy  coils.  The 
search  must  be  made  methodically,  and  in  the  following  manner.  The 
first  step  is  to  raise  the  omentum  so  as  to  expose  the  intestines,  for 
the  omentum  may  prevent  fiscal  material,  or  haemorrhage  from  the  mes- 
entery, coming  into  view  at  once ; the  intestines  should  next  be  gently 
pressed  back  from  the  abdominal  wall,  so  as  to  allow  the  escape  of  any 
extravasated  material  from  either  side.  If  neither  blood,  nor  intestinal 
contents,  nor  gas  be  thus  found,  the  probabilities  of  a severe  intestinal 
lesion  are,  of  course,  very  much  diminished ; at  the  same  time  it  is  not 
advisable  to  close  the  abdomen  without  further  inspection,  because,  on 
the  one  hand,  a rupture  of  the  intestine  may  be  so  small  that  the  orifice 
is  temporarily  plugged  by  prolapsed  mucous  membrane,  and  will  never- 
theless, if  left  untreated,  cause  infection  of  the  peritoneum,  or  on  the 
other,  the  mesentery  may  be  so  brui.sed  and  its  vessels  so  injured  that 
subsequent  gangrene  of  the  intestine  may  occur. 
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Hence,  when  no  injury  is  discoverable,  it  is  well  to  review  the  coils 
of  the  intestine  methodically,  so  as  to  make  sure  of  its  condition,  and  this 
can  be  done  without  allowing  the  escape  of  the  intestinal  coils  from  the 
abdomen.  First  of  all  the  small  intestine  should  be  inspected  in  the 
following  manner : the  incision  is  covered  with  hot  abdominal  cloths  (see 
p.  177),  leaving  only  sufficient  room  for  inspection  of  the  coils,  and  the 
assistant  takes  care  that  no  further  protrusion  occurs.  The  surgeon  then 
slips  his  hand  in  towards  the  caecum,  and,  grasping  the  extreme  lower  end 
of  the  ileum  at  that  spot,  he  inspects  the  entire  small  intestine,  passing  it 
coil  by  coil  through  his  fingers,  and  packing  each  loop  away  towards  the 
right  side  of  the  abdominal  cavity  as  it  is  examined.  In  this  way  the 
whole  of  the  small  intestine  can  be  rapidly  passed  under  review,  and  any 
injury,  either  to  it  or  to  its  mesentery,  will  be  evident  at  once.  The  trans- 
verse colon  can  also  readily  be  examined,  and  if  that  also  be  found  intact 
the  abdomen  may  be  closed  in  the  usual  manner.  If  there  be  much  shock 
it  is  well  to  fill  up  the  abdomen  with  salt  solution,  which  has  the  double 
advantage  of  being  absorbed  much  in  the  same  way  as  a rectal  enema  and 
of  keeping  the  intestines  mobile  during  the  closure  of  the  wound. 

When  the  intestinal  contents  have  been  extravasated,  the  important 
question  arises,  before  closing  the  wound,  as  to  whether  the  abdomen 
should  be  washed  out.  This  matter  will  be  more  appropriately  considered 
in  connection  with  penetrating  wounds  of  the  stomach  (see  Chap.  XIII.). 

PENETRATING  ABDOMINAL  WOUNDS.  — When  the  instru- 
ment that  produces  the  injury  penetrates  into  the  abdominal  cavity,  it 
may  or  may  not  inflict  injury  upon  the  abdominal  contents.  When  there 
is  no  such  injury,  serious  trouble  may  nevertheless  result  from  immediate 
prolapse  of  portions  of  the  viscera  through  the  opening,  or  a ventral 
hernia  may  follow  healing.  If  there  be  injury  to  some  of  the  abdominal 
viscera  this  may  be  very  similar  to  the  injuries  produced  by  contusions 
of  the  abdomen  (see  p.  175).  As  in  those  cases,  it  is  of  the  highest 
importance  to  ascertain  at  the  earliest  possible  moment  whether  such 
damage  has  occurred  or  not ; here,  however,  we  do  not  wait  in  any  case. 
The  wound  is  at  once  opened  up  and  the  abdominal  contents  examined 
in  the  manner  already  described  (see  p.  177). 

The  symptoms  are  much  the  same  as  those  of  non-penetrating  wounds, 
and  the  treatment,  in  so  far  as  the  examination  necessary  to  determine 
whether  the  abdominal  contents  are  damaged  or  not,  will  also  be  similar ; 
when  there  is  no  such  damage  the  treatment  of  the  abdominal  wound 
will  also  be  similar  to  that  already  described  (see  p.  174).  If  carefully 
sutured,  there  will  be  little  likelihood  of  a ventral  hernia  occurring  after 
healing,  and  we  need  therefore  say  nothing  upon  this  point ; the  treat- 
ment of  an  actual  ventral  hernia  is  dealt  with  in  connection  with  hernia 
in  general.  It  therefore  only  remains  to  deal  with  prolapse  of  the 
abdominal  contents,  as  the  treatment  of  lesions  of  the  abdominal  contents 
is  gone  into  fully  elsewhere. 
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Prolapse  of  portions  of  the  viscera  through  the  abdominal 
wound. — When  the  wound  is  large,  extensive  prolapse  may  occur,  a 
mass  of  intestines  projecting  through  the  opening  in  the  skin.  Sometimes, 
especially  when  the  opening  through  the  skin  is  small  and  the  patient 
is  very  fat,  the  bowel  may  prolapse  through  the  rent  in  the  peritoneum 
and  remain  lodged  in  the  sub-peritoneal  tissues,  giving  rise  to  a so-called 
interstitial  hernia.  The  abdominal  contents  that  prolapse  in  this  manner 
are  omentum — which  usually  prolapses  first — intestine  or  stomach. 

This  condition  of  prolapse  of  bowel  or  omentum  adds  very  seriously 
to  the  gravity  of  the  case.  There  is  of  course  great  risk  of  infection  of 
the  peritoneum  from  soiling  of  the  protruded  mass,  the  protrusion  itself 
adds  greatly  to  the  shock,  and  there  is  considerable  risk  of  strangulation 
whether  the  protrusion  be  an  external  or  an  interstitial  hernia,  and  this 
risk  is  much  increased  when  bowel  prolapses  along  with  the  omentum. 
The  possibility  of  an  interstitial  hernia  is  a very  strong  reason  for  opening 
up  these  abdominal  wounds  directly  they  are  seen,  for  not  only  is  it 
important  to  ascertain  whether  the  wound  be  a penetrating  one  and  to 
sew  up  the  abdominal  wall  so  that  no  subsequent  protrusion  is  likely 
to  occur,  but  it  is  also  very  important  to  see  that  no  protrusion  has  taken 
place  into  the  sub-peritoneal  tissues  as,  unless  the  wound  be  thus  opened 
up,  such  an  occurrence  may  entirely  escape  notice  until  too  late. 

It  is  obvious  that  the  prognosis  and  treatment  must  both  vary  accord- 
ing as  the  prolapse  is  seen  immediately  after  its  occurrence  or  as  some 
considerable  time  has  been  allowed  to  elapse  before  the  surgeon’s 
attention  is  called  to  the  case;  during  this  time  the  protruded  portion 
undergoes  profound  alterations  and  contracts  adhesions.  We  shall  there- 
fore deal  separately  with  the  treatment  of  these  conditions. 

(a)  Treatment  of  recent  prolapse. — When  the  case  is  seen  immediately 
after  the  occurrence  of  the  injury,  two  problems  present  themselves.  In 
the  first  place  it  is  necessary  to  thoroughly  cleanse  the  protruded  mass 
as  it  is  usually  soiled  either  from  contact  with  the  ground  or  the  clothes, 
and  if  returned  in  that  state  would  inevitably  set  up  peritonitis.  In  the 
second  place,  when  the  protruded  mass  contains  intestine  it  is  necessary 
to  ascertain  whether  the  bowel  has  been  injured ; as  a rule  the  injured 
portion  will  be  found  in  the  protruded  coils. 

The  first  step  is  to  cleanse  the  protruded  mass  effectually  and  to 
thoroughly  disinfect  the  abdominal  wall  and  the  wound  through  which 
the  prolapse  has  occurred.  A certain  routine  should  be  followed  in  all 
these  cases.  In  the  first  place  the  whole  area  is  irrigated  freely  with  a 
stream  of  hot  normal  .saline  solution  (105°  F.)  flushed  upon  the  protruded 
mass  with  some  force  so  as  to  carry  away  all  coarse  particles ; this  may 
be  done  by  raising  the  irrigating  vessel  to  some  height  above  the  wound. 
'I’he  protruded  mass  is  then  gone  over  carefully  with  a sponge,  and  all 
recesses  exposed  so  as  to  make  sure  that  every  portion  of  the  protruded 
part  has  been  thoroughly  cleaned.  The  omentum  should  be  spread  out 
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upon  an  abdominal  cloth  (see  p.  177)  and,  if  it  be  much  soiled,  it  will 
be  safest  to  ligature  and  remove  it.  In  doing  this,  care  must  lie  taken 
to  ascertain  .the  relation  of  the  protruded  part  to  the  remainder  of  the 
omentum,  as,  if  it  be  the  central  part  and  be  cut  away,  the  lower  end 
will  be  deprived  of  its  blood  supply  and  will  die ; it  is  well  to  pull  the 
omentum  out  of  the  wound  and  to  remove  the  free  edge  with  the  pro- 
truded portion  if  necessary. 

If  there  be  no  wound  of  a prolapsed  bowel,  the  next  step  is  to  disinfect 
the  abdominal  wall  around  the  wound  thoroughly  in  the  ordinary  manner 
(see  Part  I.,  p.  161),  and,  while  this  is  being  done,  the  protruded  mass 
(which  has  already  been  cleansed)  is  covered  up  in  an  abdominal  cloth 
so  as  to  keep  the  strong  disinfectants  from  it.  The  next  step  is  to  enlarge 
the  skin  wound  and,  if  necessary,  that  in  the  peritoneum  so  as  to  allow 
the  prolapsed  mass  to  be  returned ; as  a rule  the  opening  is  too  small  to 
allow  of  this  without  being  enlarged.  The  finger  is  slipped  down  beside 
the  protruded  mass  and  the  opening  is  enlarged  either  with  blunt-pointed 
scissors  or  a probe-pointed  bistoury  sufficiently  to  allow  the  protrusion  to 
be  returned  without  any  force. 

The  peritoneum  is  now  .closed  with  a continuous  suture  and  after  that 
the  muscles  and  skin  are  united,  leaving  in  a drain  for  a short  time.  If 
there  be  any  doubt  about  the  thorough  cleansing  of  the  protruded  mass,  it 
is  a very  good  precaution  to  insert  the  end  of  a fine  gauze  drain  into  the 
abdomen  in  the  immediate  neighbourhood  of  the  protrusion.  A temporary 
stitch  is  passed  through  the  abdominal  wall  at  this  point  and  is  tied  when 
the  drain  is  removed.  The  abdominal  wound  is  dressed  in  the  usual 
manner,  the  patient  is  put  back  to  bed  with  the  knees  flexed  and  tied 
together  over  a pillow,  a large  saline  enema  is  given  and  the  patient 
treated  as  after  an  ordinary  exploratory  laparotomy  (see  p.  189) 

(b)  Treatment  of  long-standing  prolapse. — ^When  the  protrusion  has 
lasted  some  time  before  the  surgeon  sees  it,  extensive  alterations  will  have 
taken  place  in  the  protruded  parts.  In  the  first  place  sepsis  is  sure  to  be 
fairly  established,  there  will  be  adhesions  between  the  extruded  structures 
and  the  wound,  and  very  possibly  the  abdominal  cavity  will  be  shut 
off.  When  the  opening  is  small  there  may  be  symptoms  of  strangulation 
in  addition,  and  the  case  may  not  be  seen  until  actual  gangrene  of 
the  omentum  or  the  intestine  has  taken  place.  These  conditions  are 
therefore  totally  different  to  those  seen  immediately  after  the  accident  and 
different  treatment  is  of  course  called  for.  It  would  never  do  to  reduce 
the  protrusion  straight  into  the  abdominal  cavity,  for  this  would  inevitably 
entail  a fatal  peritonitis  which  is  not  likely  to  occur  otherwise,  as  the 
abdominal  cavity  is  protected  by  the  adhesions  to  the  margins  of  the  wound. 

When  the  protrusion  is  formed  by  the  07ne?itu7n  and  not  more  than  two 
days  have  elapsed  since  it  occurred,  the  abdominal  wall  and  the  protruded 
portion  should  be  thoroughly  cleansed  in  the  usual  way  (see  Part  I.,  p.  161), 
scrubbing  it  just  as  the  cutaneous  surface  is  scrubbed,  and  then  the 
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adhesions  to  the  soft  parts  around  should  be  detached  and  the  omentum 
gradually  freed  and  pulled  out  until  the  healthy  portion  is  reached.  The 
protruding  portion  is  then  ligatured  off  and  cut  away  and  the  stump  is 
dropped  back  into  the  abdomen ; the  peritoneum,  muscles,  and  the  skin 
are  sutured  in  the  usual  manner  and  a small  gauze  drain  leading  down 
through  the  peritoneum  to  the  stump  of  the  omentum  is  inserted  for  two 
or  three  days. 

I'V/ien  there  is  intestme  in  the  protrusion  which  has  not  yet  undergone 
strangulation,  a good  deal  will  depend  upon  whether  the  coil  is  covered 
by  omentum  or  is  exposed.  In  the  former  case  the  treatment  is  the  same 
as  for  protruded  omentum  {vide  supra) ; the  latter  is  disinfected,  care- 
fully separated  and  cut  off,  the  stump  dropped  back  into  the  abdomen,  the 
bowel  reduced,  and  a fine  gauze  drain  inserted.  When  however  the  intestine 
is  not  covered  by  omentum,  the  protruded  portion  should  be  cleansed  with 
strong  mixture  (see  Part  I.,  p.  46),  and  returned  just  within  the  abdominal 
cavity  after  enlarging  the  opening  through  which  it  has  emerged ; ample 
provision  for  drainage  must  be  made.  A good  plan  is  to  leave  the 
wound  freely  open  for  two  or  three  days  and  to  pack  it  with  gauze, 
keeping  the  prolapsed  coil  of  intestine  lying  at  the  bottom  of  the  wound. 
It  is  also  well  to  introduce  a series  of  silkworm  gut  stitches  through  skin, 
muscles  and  peritoneum  and  to  simply  leave  these  loosely  knotted 
together  at  the  ends,  and  to  introduce  the  gauze  packing  between  the  edges 
of  the  wound.  If  no  suppuration  or  peritonitis  occurs  after  three  or  four 
days,  the  packing  is  gradually  reduced  and  stitch  after  stitch  is  tied  so  as 
to  decrease  the  wound  in  the  abdominal  wall  and  to  diminish  the  amount 
of  healing  by  granulation  that  has  to  occur. 

When  the  intestine  has  beeri  prolapsed  for  some  time  and  strangtilation 
has  occurred,  the  case  is  very  serious  and  must  be  treated  practically 
as  a gangrenous  strangulated  hernia.  If  the  patient’s  condition  warrant  it, 
the  strangulated  portion  may  be  excised,  while,  if  the  general  condition  be 
very  grave,  an  artificial  anus  is  made  by  clipping  away  the  strangulated 
portions  and  leaving  the  question  of  its  closure  to  a later  date.  These 
methods  will  be  dealt  with  fully  in  connection  with  the  surgery  of  the 
intestine.  In  the  majority  of  cases  no  doubt  the  latter  procedure  will  be 
the  better,  as  the  wound  is  generally  so  foul  that  to  open  it  up,  pull  out 
fresh  intestine  into  this  septic  wound  and  then  to  excise,  re-unite  and  put 
the  bowel  back  would  be  almost  certainly  followed  by  septic  peri- 
tonitis, whilst  the  patient  usually  makes  a very  good  recovery  after  simply 
clipping  away  the  strangulated  bowel,  and  may  be  got  into  a good  state 
for  a subsequent  plastic  operation  unless  the  artificial  anus  be  situated 
very  high  up  in  the  intestinal  tract. 

In  some  cases,  though  very  rarely  in  civil  practice,  the  omentum  alone 
may  have  been  protruded  for  several  days  before  the  patient  comes 
under  the  surgeon’s  notice.  Here  the  protruding  portion  will  probably  be 
granulating,  and  it  is  better  to  leave  matters  alone,  merely  applying  anti- 
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septic  dressings.  Opening  up  the  abdomen  would  be  very  likely  to  be 
followed  by  sepsis,  whereas,  if  the  omentum  be  left  alone,  it  gradually 
shrinks  up  and  ultimately  cicatricises.  When  this  has  occurred,  the  surgeon 
may,  if  he  pleases,  excise  the  protruded  portion  and  repair  the  defect  in 
the  abdominal  wall  with  the  object  of  preventing  a ventral  hernia. 


inflammatory  affections  of  the  abdominal  wall. 

Inflammation  of  the  abdominal  wall  may  be  (a)  superficial,  (l>)  between 
the  abdominal  muscles,  or  (c)  in  the  sub-peritoneal  tissues. 

(a)  Superficial  infiammations  consist  mainly  of  cellulitis  and  local 
suppurations  of  the  abdominal  wall,  such  as  boils,  which  present  no 
points  of  difference  from  superficial  inflammations  elsewhere. 

(b)  Intermuscular  suppuration  in  the  abdominal  wall  may  follow 
contusions,  punctured  wounds  or  debilitating  diseases,  such  as  typhoid  fever, 
especially  after  spontaneous  rupture  of  one  of  the  muscles.  These  abscesses 
must  be  treated  in  the  usual  manner  and  present  no  points  of  special 
importance. 

(c)  Suppuration  in  the  sub-peritoneal  tissues. — The  most  im- 
portant of  the  inflammatory  affections  affecting  the  abdominal  wall  are 
those  which  occur  beneath  the  muscles  in  the  sub-peritoneal  tissue.  The 
most  common  seats  of  this  inflammation  are  about  the  umbilicus,  between 
the  bladder  and  the  pubes,  in  the  epigastrium  and  in  the  lumbar  region. 
It  may  occur  in  the  course  of  general  infective  diseases,  such  as  puerperal 
fever,  or  during  convalescence  from  typhoid  fever.  It  may  be  connected 
with  various  affections  of  the  abdominal  contents,  such  as  injuries  to  the 
duodenum,  or  disease  of  the  caecum  or  the  colon,  the  infection  spreading 
from  the  intestinal  canal  to  the  cellular  tissue  around.  It  may  also  occur 
in  connection  with  biliary  calculi,  in  connection  with  the  kidney  or  with 
disease  of  the  spine  or  pelvis.  Lastly,  it  may  complicate  bladder  affec- 
tions or  be  secondary  to  peri-uterine  inflammation. 

The  abscess  tends  to  spread  rather  towards  the  exterior  than  to  the 
peritoneal  cavity  and  is  accompanied  by  extensive  induration,  which  may 
persist  long  after  the  abscess  has  been  opened.  The  pus  is  frequently 
foetid,  but  this  is  rarely  from  an  actual  communication  with  the  intestinal 
canal ; it  is  due  to  the  presence  of  the  bacillus  coli  communis,  which  has 
found  its  way  from  the  intestinal  canal  and  is  a very  common  cause  of  the 
suppuration. 

Symptoms. — These  affections  give  rise  to  very  varied  symptoms,  the 
earliest  of  which,  such  as  abdominal  pains,  colic,  fever  and  slight 
distension  of  the  abdomen  are  generally  referred  to  digestive  troubles. 
In  the  early  stages  it  is  not  at  all  easy  to  make  an  accurate  diagnosis ; 
this  must  remain  tentative  until  a distinct  tumour  has  formed.  The 
abdominal  wall  is  usually  somewhat  tense  for  some  distance  around  the 
area  of  inflammation ; when  this  occurs  in  the  hypogastric  region  there 
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may  be  frequent  and  painful  micturition,  and  the  same  trouble  may  arise 
when  the  suppuration  is  in  the  loin.  When  the  induration  occurs, 
swelling  may  be  felt  when  it  is  in  an  accessible  part.  It  is  very  difficult  to 
distinguish  these  cases  from  peritonitis,  but  the  pain  is  more  limited,  there 
is  not  the  same  distension  of  the  abdomen,  nor  is  there  marked  vomiting. 
On  the  other  hand,  the  symptoms  may  be  very  slight  at  the  commencement 
and,  especially  when  the  liver  region  is  affected,  the  swelling  may  be  taken 
for  a tumour ; we  have  more  than  once  opened  abscesses  in  that  area 
which  had  previously  been  mistaken  for  malignant  growths.  In  some  cases 
gas  is  found  in  the  abscesses,  especially  when  the  colon  bacillus  is  present ; 
the  diagnosis  is  then  still  more  difficult. 

The  symptoms  are  usually  very  severe,  the  contents  of  the  abscess  being 
particularly  poisonous,  especially  if  the  bacillus  coli  communis  be  present, 
and  hence  the  abscess  should  be  opened  as  soon  as  possible.  In  many 
cases,  more  particularly  when  the  abscess  is  situated  in  the  region  of  the 
loin,  fluctuation  is  by  no  means  easy  to  make  out  at  an  early  stage, 
and  indeed  may  not  be  evident  until  the  pus  reaches  the  subcutaneous 
tissues.  Nevertheless  it  is  not  advisable  to  wait  for  evident  fluctuation,  for 
the  abscess  may  by  that  time  have  become  extremely  extensive  and  may 
be  very  slow  to  heal.  The  rule  already  given  with  regard  to  deep-seated 
abscesses  must  be  followed  here,  namely,  that  when  the  acute  inflammatory 
symptoms  have  lasted  for  four  or  five  days,  it  is  almost  certain  that  pus 
has  formed  and  should  be  let  out  as  soon  as  possible.  Hence  in  all  cases 
marked  by  acute  symptoms  and  considerable  induration  which  has  lasted 
for  this  time,  an  incision  should  be  made  over  the  indurated  area  and  the 
tissues  should  be  gradually  bored  through  until  the  pus  is  reached  and 
evacuated.  Even  should  no  pus  be  found,  the  incision  will  afford  great 
relief. 

The  after-treatment  is  the  same  as  for  abscesses  elsewhere.  Special 
mention  will  be  made  of  peri-renal  abscesses  and  those  in  connection  with 
the  liver  and  bladder  in  dealing  with  diseases  of  those  organs. 

TUMOURS  OF  THE  ABDOMINAL  WALL. 

There  is  little  to  be  said  about  these ; ordinary  simple  tumours  may 
occur,  most  frequent  among  which  are  lipomata,  especially  in  the  sub- 
peritoneal  tissue,  and  fibromata  in  connection  with  the  fascial  coverings  of 
the  muscles. 

The  treatment  is  the  same  as  for  similar  tumours  elsewhere,  the  point 
of  importance  being  whether  the  tumours  are  within  or  without  the  abdominal 
cavity,  and  this  is  not  always  easy  to  make  out,  especially  in  large  tumours 
situated  laterally  on  the  abdominal  wall.  The  chief  points  to  notice  are 
that  the  tumour  is  an  integral  part  of  the  abdominal  wall  and  that  it  moves 
with  it  on  respiration  and  not  with  the  abdominal  contents;  for  instance, 
when  the  patient  takes  a deep  breath  the  abdominal  wall  is  not  raised  from 
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the  tumour  as  it  would  be  were  the  latter  within  the  abdomen  and,  similarly, 
when  the  patient  is  rolled  over  to  one  side  the  tumour  does  not  change  its 
position  as  it  would  were  it  freely  movable  inside  the  abdomen.  At  the 
same  time  it  is  often  impossible  to  be  sure  until  an  incision  has  been  made. 

A special  mention  may  perhaps  be  made  of  the  small  fatty  tumours 
which  are  due  to  protrusion  of  the  sub-peritoneal  fat  through  slits  or 
openings  in  the  fascia,  generally  about  the  linea  alba  above  the  umbilicus. 
Little  rounded,  subcutaneous  tumours  are  thus  formed,  which  are  often 
intensely  painful  and  require  removal.  These  are  sometimes  real  herniae 
of  the  omentum  or  of  an  appendix  epiploica  and  they  then  cause  severe 
dyspeptic  symptoms  which  distinguish  them  from  the  true  fatty  tumours  of 
which  we  are  speaking. 

The  proper  treatment  is  to  cut  down,  remove  the  protruding  fat  and  put 
a stitch  through  the  hole  in  the  fascia.  It  is  well  to  enlarge  the  hole  and 
to  free  the  fat  for  some  distance  around  it,  as  it  is  not  so  much  the  protruded 
portion  that  causes  the  pain  as  the  adhesion  of  the  sub-peritoneal  fat  and 
possibly  the  peritoneum  to  the  sides  of  the  slit.  The  condition  will  be 
permanently  cured  if  the  slit  be  closed  and  this  is  also  a safeguard  against 
the  possibility  of  a true  ventral  hernia. 

The  only  other  tumours  of  the  abdominal  wall  which  need  special 
reference  are  those  which  occur  at  the  umbilicus  in  infants.  Here  a simple 
tumour  of  an  adenomatous  character  may  occur  about  the  ^time  of  the 
separation  of  the  cord.  Myxomata  may  also  be  met  with  in  that  situation 
while,  later  on  in  life,  epitheliomata  are  not  uncommon.  There  is  nothing 
special  with  regard  to  their  treatment,  which  should  be  removal.  Hernia, 
which  is  also  a common  affection  of  the  abdominal  wall,  will  be  separately 
referred  to. 

THE  TREATMENT  OF  THE  ABDOMINAL  WALL  IN  THE  OPERATION  OF 

LAPAROTOMY. 

It  will  save  considerable  repetition  if  we  describe  the  treatment  of  the 
abdominal  wall  in  cases  of  laparotomy.  The  abdomen  is  now  opened  for 
many  reasons,  and  laparotomies  may  be  divided  into  three  large  groups  : first, 
those  done  to  open  abscesses  in  the  abdominal  cavity,  such  as  various 
localised  peritonitic  abscesses  in  connection  with  the  appendix,  the  liver, 
etc.  In  the  second  place,  the  abdominal  cavity  is  very  frequently  opened 
for  the  treatment  of  various  abdominal  conditions  that  have  been  diagnosed 
beforehand  and  where  the  opening  of  the  abdomen  is  therefore  a prelude  to 
some  set  operation.  In  the  third  place,  the  abdomen  is  now  opened  in  an 
increasingly  large  number  of  cases  for  the  mere  exploration,— the  so-called 
“ exploratory  laparotoniy.”  These  explorations  may  be  either  for  the  purpose 
of  making  a diagnosis  in  conditions  about  which  nothing  certain  is  known 
beforehand,  or  in  order  to  ascertain  the  exact  nature  of  some  tumour 
previously  felt  in  the  abdomen  and  if  possible  to  remove  it. 
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The  situation  of  the  wound  in  the  abdominal  wall  and  its  treatment  will 
of  course  vary  widely  under  the  above  conditions.  The  important  point 
to  bear  in  mind  in  all  cases  is  the  possibility  of  subsequent  hernia  of  the 
abdominal  contents  through  the  cicatrix  and  the  operations  must  therefore 
be  planned  so  as  not  only  to  effect  the  object  for  which  they  are  performed 
but  also  to  avoid  this  danger. 

When  laparotomy  is  done  for  the  evacuatio?i  of  an  abscess,  the  incision 
must  of  course  be  made  over  the  abscess  cavity,  chiefly  because  it  is  important 
not  to  allow  the  pus  to  escape  into  the  general  abdominal  cavity.  In  the 
majority  of  intra-abdominal  abscesses  that  have  lasted  for  some  time  the 
intestines  are  not  only  matted  together  so  as  to  enclose  the  pus  in  a cavity, 
but  they  are  also  adherent  to  the  abdominal  wall  and  therefore  an  incision 
made  directly  over  the  inflammatory  focus  will  probably  be  in  the  adherent 
region  and  will  run  little  risk  of  generally  infecting  the  peritoneum.  In 
these  cases,  however,  subsequent  drainage  is  imperative  and  a hernia  through 
the  scar  afterwards  can  hardly  be  avoided,  and  it  is  in  them  that  hernia 
after  operation  is  most  common  nowadays.  In  order  to  avoid  this  com- 
plication the  incision  should  be  as  small  as  possible  and  the  muscular  fibres 
should  be  separated  instead  of  being  divided.  When  however  there  is  a 
large  abscess  for  which  thorough  drainage  has  to  be  provided  it  is  not 
possible  to  do  this  efficiently  through  any  incision  which  simply  separates  the 
muscles,  as  the  tube  or  the  gauze  drain  is  apt  to  be  nipped  and  proper 
drainage  thereby  defeated.  Hence  we  are  accustomed  in  the  first  place  to 
make  a free  incision  through  the  skin,  which  of  itself  is  a matter  of  no 
consequence,  then  to  separate  the  muscles  over  the  spot  at  which  the 
abdomen  is  to  be  opened,  in  the  manner  described  below,  so  as  to  expose 
the  peritoneum.  This  is  opened  and  the  finger  is  made  to  penetrate  the 
abscess  by  separating  the  adherent  structures  immediately  beneath,  and 
proper  drainage  is  provided  for  by  large  drainage  tubes.  In  order  to 
prevent  these  being  grasped  by  the  muscles,  the  latter  should  be  nicked 
transversely  sufficiently  to  leave  a free  passage.  By  proceeding  in  this 
manner  the  least  possible  damage  is  done  to  the  abdominal  wall  and  in  fact 
the  only  weak  spot  left  is  the  direct  hole  through  which  the  tube  comes. 
Unfortunately  in  a good  many  cases,  especially  when  the  abdominal  walls 
are  flabby,  this  hole  remains  after  healing,  and  protrusion  is  apt  to  occur 
and  may  necessitate  an  operation  for  its  closure,  but  the  method  has  the 
advantage  that,  if  a hernia  does  occur,  it  is  through  an  extremely  small 
aperture  instead  of  being  a general  bulging  of  the  scar  as  was  formerly 
common. 

When  the  laparotomy  is  done  for  the  removal  of  some  previously  ascer- 
tained disease,  the  incision  will  of  course  vary  according  to  the  situation  of 
the  disea.se  and  will  be  either  in  the  middle  line  or  to  one  side.  P'or  example, 
in  removal  of  the  appendix  the  incision  is  made  outside  the  linea 
semilunaris  ; in  the  operations  upon  the  gall-bladder  the  incision  must 
be  made  outside  the  rectus.  When  only  a small  incision  is  required. 
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particularly  in  operations  upon  the  appendix  and  in  inguinal  colotomy, 
the  laparotomy  can  be  done  entirely  without  division  of  muscular 
fibres.  A free  incision  is  made  through  the  skin,  the  external  oblique 
is  split  in  the  direction  of  its  fibres  throughout  the  whole  length 
of  the  incision,  the  internal  oblique  and  transversalis  are  then  split 
in  the  direction  of  their  fibres  and,  with  powerful  retraction,  good 
access  may  be  obtained  to  the  sub-peritoneal  fat  and  the  peritoneum.  The 
latter  is  opened,  the  appendix  removed  or  the  colotomy  performed,  and 
the  parts  are  allowed  to  fall  together  and  no  weak  spot  is  left.  In  order 
to  insure  that  everything  comes  into  proper  contact  we  are  accustomed, 
after  removing  the  appendix,  for  example,  to  sew  up  the  peritoneum  with  a 
continuous  suture  and  then  to  put  one  or  two  catgut  sutures  through  the 
separated  fibres  of  the  internal  oblique  and  transversalis  muscles,  and  then 
to  bring  those  of  the  external  oblique  accurately  together  also  with  catgut. 
The  skin  incision  is  then  closed  and  the  integrity  of  the  abdominal  wall  is 
absolutely  restored,  as  the  openings  through  the  various  muscles  do  not 
coincide  and  thus  there  is  little  fear  of  any  subsequent  hernia.  No  doubt 
the  operation  is  a little  more  troublesome,  but  the  greater  certainty  of  the 
result  renders  it  worth  while  doing,  and  it  can  probably  be  carried  out  to  a 
larger  extent  than  has  been  the  case  up  to  recently.  For  instance,  the  kidney 
itself  may  be  removed  with  little  or  no  division  of  muscular  fibres,  by  simply 
separating  them  and  subsequently  bringing  them  together  again,  and  pro 
bably  a similar  thing  is  true  with  regard  to  the  lesser  operations  upon  the 
gall-bladder.  When,  however,  the  intra-abdominal  operation  is  extensive 
sufficient  room  is  not  thus  obtainable.  We  should  advise  that  all  laparo- 
tomies performed  through  an  incision  in  the  lateral  regions  of  the  abdomen 
should  be  planned  so  that  the  muscular  fibres  are  separated  as  much  as 
possible  and  not  divided  more  than  can  be  possibly  helped.  This  matter 
will  be  fully  discussed  in  connection  with  the  various  affections  to  which 
it  is  applicable. 

In  a large  number  of  laparotomies  the  incision  is  made  in  the  middle 
line  and  in  them  care  must  also  be  taken  to  avoid  a subsequent  hernia. 
The  best  way  is  to  make  the  incision  to  one  side  of  the  middle 

line  because  repair  in  the  latter  only  occurs  between  fibrous  structures, 
and  some  weakness  through  which  a hernia  may  occur  is  very  likely  to 
be  left.  The  incision  should  be  made  at  least  an  inch  to  one  side  of  the 
middle  line  so  that  in  deepening  it  the  fibres  of  the  rectus  are  separated 
instead  of  the  fibrous  interval  between  the  recti  being  divided.  The  skin 
incision  should  be  extensive  and  carried  down  to  the  deep  fascia,  and 

when  the  latter  is  reached  it  saves  time  to  dissect  up  the  skin  and  fat  for 
an  inch  on  each  side  (see  Fig.  44) ; as  this  is  necessary  to  enable  the 
abdominal  wall  to  be  stitched  satisfactorily  together  at  the  end  of  the 

operation.  I'he  anterior  layer  of  the  sheath  of  the  rectus  is  now  divided 

vertically,  and  the  fibres  of  the  muscle  are  separated  with  the  handle  of 
a knife  sunk  into  them  so  as  to  leave  a good  portion  of  muscle  on  the 
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inner  side  of  the  separation ; if  one  of  the  transverse  bands  of  the  rectus 
comes  in  the  way  it  should  be  divided  with  the  knife.  The  posterior 
layer  of  the  sheath  is  then  exposed  and  divided  vertically  (see  Fig.  45) ; 
in  order  to  facilitate  sewing  up  afterwards,  it  is  well  to  separate  this 
structure  from  the  peritoneum  on  each  side  by  means  of  the  handle 
of  the  knife.  The  peritoneum  is  now  opened  by  a vertical  incision 
and  it  will  be  found  that  it  is  very  easy  to  sew  up  the  abdominal 
wall  accurately  after  the  operation.  The  cut  edges  of  the  peritoneum 
are  seized  with  tenaculum  forceps,  brought  together  by  an  assistant 


Fig.  44. — Method  of  rai.sing  the  Skin  in  Laparotomy  before  dividing  the 
REST  OF  THE  ABDOMINAL  Wall.  Before  proceeding  to  incise  the  sheath  of  the  rectus 
the  skin  is  dissected  off  the  latter  by  a few  touches  of  the  knife.  This  facilitates  accurate 
suture  of  the  skin-wound  at  the  end  of  the  operation. 


and  united  by  a continuous  suture  of  fine  catgut,  the  posterior  layer 
of  the  sheath  of  the  rectus  is  brought  together  with  a fine  continuous 
silk  suture  and  the  fibres  of  the  muscle  are  then  approximated  by 
a few  interrupted  catgut  stitches,  the  object  of  which  is  to  make  sure 
that  the  muscular  fibres  on  the  opposite  sides  of  the  separation  are 
brought  into  apposition.  The  anterior  layer  of  the  sheath  of  the  rectus  is 
next  united  by  a fine  silk  suture  or,  if  preferred,  it  may  be  included  in  the 
stitches  that  bring  the  muscle  together;  on  the  whole,  repair  will  be  better 
if  a separate  suture  be  employed,  provided  that  time  allows.  The  skin  is 
closed  by  a separate  button-hole  silk  suture  and  in  this  way  the  abdo- 


Fig.  45. — Division  of  the  Abdominal  Wall  in  Laparotomy.  The  anterior  sheath 
of  the  rectus  has  been  incised  vertically  a little  to  the  left  of  the  middle  line  and  the 
muscular  bundles  of  the  rectus  beneath  it  have  been  separated  with  the  handle  of  the 
knife.  The  scissors  are  seen  dividing  the  posterior  layer  of  the  sheath  of  the  rectus. 

and  should  remain  in,  so  as  to  keep  the  parts  together  until  the  patient 
gets  about ; otherwise  separation  and  stretching  of  the  scar  is  very  apt 
to  occur.  The  more  accurate  the  suture  the  less  likelihood  is  there 
of  subsequent  hernia.  We  have  often  had  to  repair  hernife  of  the 
abdominal  wall  after  operations  which  have  been  performed  less  thoroughly, 
and  we  have  found  it  such  a very  difficult  and  to  some  extent  unsatis- 
factory procedure  that  we  think  that,  unless  the  patient  be  very  col- 
lapsed and  unable  to  stand  the  prolongation  of  the  operation,  it  is  well 
worth  while  to  spend  extra  time  over  careful  suture  of  the  various  layers 
of  the  abdominal  wall.  When  the  patient  is  much  collapsed  and  when 
therefore  time  is  of  great  moment,  we  would  advise  that  silk  sutures, 
inserted  after  Macewen’s  plan  (see  Fig.  46),  should  be  carried  through 
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minal  wall  is  stitched  in  three  or  four  separate  layers  and  the  occurrence 
of  hernia  afterwards  is  extremely  improbable. 

The  older  plan  of  passing  sutures  through  skin,  muscle  and  peri- 
toneum together,  or  the  later  one  of  sewing  up  the  peritoneum  with  a 
separate  stitch  and  then  passing  sutures  through  skin  and  muscles  together, 
is  not  advisable.  The  sutures  in  the  abdominal  wall  should  be  buried 
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the  anterior  sheath  of  the  rectus,  the  muscular  fibres,  the  posterior  sheath 
and  the  peritoneum  together,  and  that  these  should  be  cut  short  and 
buried,  and  that  a separate  continuous  silk  suture  should  unite  the 
skin. 

Exploratory  laparotomy. — This  involves  such  wide  questions  that  it 
deserves  separate  consideration  and  will  therefore  be  treated  of  later. 

In  connection  with  laparotomy  in  the  last  two  classes  of  cases  a very 
important  point  deserves  mention.  This  is  that  adhesions,  not  only  of 
the  abdominal  contents  to  one  another  but  also  to  the  wound,  are  very 
likely  to  occur  as  the  result  of  manipulations  within  the  abdomen.  These 


Fig.  46. — Buried  Sutures  for  the  approximation  of  the  Abdominal  Wall. 
This  is  the  Macewen’s  mattress  suture  which  has  already  been  fully  described  (see 
Part  I.,  Figs.  51  and  52). 


adhesions  interfere  seriously  with  the  proper  action  of  the  bowels  and 
may  be  a source  not  only  of  discomfort  and  pain  but  of  actual  danger 
to  the  patient.  The  principal  points  upon  which  one  would  rely  in  diminish- 
ing the  chances  of  adhesions  are  the  avoidance  of  undue  manipulation  of 
the  intestinal  contents  and  especially  the  avoidance  of  any  irritation  of 
the  viscera  by  violent  manipulation,  irritating  antiseptics  or  undue  friction 
with  sponges  or  cloths.  All  these  abdominal  operations  should  be 
performed  strictly  aseptically,  just  as  are  operations  elsewhere ; but  it 
is  highly  important  to  avoid  the  introduction  of  antiseptics  into  the 
abdominal  cavity,  and  therefore  it  is  our  practice  to  abandon  the  use 
of  antiseptic  lotions  as  soon  as  the  peritoneum  has  been  divided  and 
to  substitute  for  them  normal  saline  solution  (see  p.  177).  Through 

this  all  the  instruments,  the  hands,  sponges,  cloths  and  swabs  used 
inside  the  abdomen  should  be  rinsed,  so  that  there  is  no  possibility 
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of  carbolic  acid,  corrosive  sublimate,  or  any  other  antiseptic  coming  into 
contact  with  the  peritoneal  surfaces. 

This  normal  saline  solution  has  another  valuable  application.  It  is 
a good  plan  to  fill  the  abdomen  with  the  solution  before  the  former  is 
closed,  not  so  much  from  the  point  of  view  of  washing  it  out,  which 
is  a doubtful  procedure,  but  in  order  to  provide  the  intestines  with  a 
bath  of  fluid  in  which  they  may  remain  mobile,  and  also  to  supply  to 
the  patient  a fluid  that  can  become  rapidly  absorbed  and  is  calculated  to 
act  in  diminishing  the  shock  and  thus  to  act  like  an  intra-venous  infusion 
of  saline  solution. 

After  laparotomy  the  ordinary  antiseptic  dressings  are  employed  but, 
as  there  is  likely  to  be  very  little  oozing  from  the  wound,  only  a small 
dressing  need  be  employed  and  this  can  very  often  be  fastened  on  with 
collodion  if  desired.  At  the  same  time,  however,  the  support  of  a bandage 
is  of  considerable  value  as  it  fixes  the  abdominal  wall,  and  we  usually 
employ  a many-tailed  bandage  applied  firmly  round  the  abdomen  from 
below  upwards.  Failing  this,  which  however  can  readily  be  made,  an 
ordinary  bandage  may  be  employed  and  a sheet  pinned  firmly  outside  it. 
After  laparotomy  there  is  usually  considerable  abdominal  distension  from 
flatulence  and  the  bandage  will  require  to  be  loosened  in  the  course  of 
a few  hours ; unless  this  be  done  the  patient  may  suffer  a good  deal. 
An  additional  advantage  in  having  a many-tailed  bandage  is  that  it  can 
be  loosened  without  disturbing  the  patient.  The  dressing  does  not  require 
to  be  changed  for  about  ten  days,  when  the  stitches  may  be  removed, 
and  a small  collodion  dressing  applied.  The  abdomen  should  be  supported 
by  a many-tailed  bandage  or  a binder  for  about  three  weeks.  In 
operations  performed  by  splitting  muscles  rather  than  dividing  them,  no 
subsequent  pad  or  belt  is  required,  whether  the  incision  be  to  one  side 
or  towards  the  middle  line.  The  patient  may  be  allowed  to  get  up  after 
the  end  of  three  weeks,  and,  provided  he  takes  no  violent  exercise  for  a 
short  time  afterwards,  may  be  considered  perfectly  well. 
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THE  METHODS  OF  EXAMINATION  OF  THE  STOMACH. 

Of  recent  years  many  stomach  affections  have  become  amenable  to 
surgical  treatment,  and  gastric  surgery  is  assuming  a position  of  great 
importance.  Among  the  affections  now  generally  recognised  as  being 
suitable  for  surgical  treatment  may  be  enumerated  the  various  forms  of 
injury  to  the  viscus,  such  as  contusions,  ruptures,  or  incised  wounds,  while 
foreign  bodies  that  have  been  swallowed  and  remain  located  in  the  organ 
may  require  removal.  Again,  it  may  be  necessary  to  open  the  stomach  in 
cases  of  stricture  of  the  oesophagus,  most  frequently  for  establishing  a per- 
manent fistula  through  which  the  patient  may  be  fed,  but  occasionally  in 
order  to  dilate  the  stricture  and  restore  the  passage  through  the  oesophagus. 
In  this  connection  also,  as  we  have  already  pointed  out,  the  stomach  may 
require  to  be  opened  for  the  removal  of  a foreign  body  impacted  low  down 
in  the  oesophagus.  Dilatation  of  the  stomach,  the  result  of  obstruction,  is 
an  affection  in  which  surgical  intervention  has  been  increasingly  practised 
recently,  and  within  the  last  few  years  even  simple  dilatation  of  the  organ 
without  obstruction  has  been  treated  by  the  operation  known  as  gastroplica- 
tion.  The  chief  direction  however  in  which  affections  that  w'ere  formerly 
considered  exclusively  medical  have  come  into  the  domain  of  surgery  is  in 
the  case  of  ulcer  of  the  stomach  and  its  various  sequelre,  and  malignant 
tumours  of  the  organ.  Thus,  in  cases  of  gastric  ulcer,  as  we  shall  presently 
point  out,  the  surgeon  may  be  required  to  intervene  on  account  of  excessive 
liaematemesis  or  to  excise  the  ulcer  or  perform  gastro-enterostomy  in  order 
to  enable  an  inveterate  ulcer  to  heal ; also  operation  may  be  necessary  to 
save  the  patient’s  life  when  an  ulcer  has  perforated.  Sometimes  again  an 
abscess  formed  from  a localised  peritonitis  accompanying  perforation  requires 
to  be  opened.  lastly,  the  surgeon  may  have  to  intervene  on  account  of 
various  contractions  resulting  from  the  ulcer,  .such  as  stenosis  of  the  pylorus 
or  the  condition  known  as  “ hour-glass  contraction  ” or  for  extensive 
adhesions  occurring  between  the  stomach  and  neighbouring  parts,  which 
interfere  with  the  proper  action  of  the  organ  and  give  rise  to  severe  symptoms. 
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In  cancer  of  the  stomach  operation  is  now  frequently  called  for  either  in 
the  direction  of  excising  the  tumour  if  possible,  or  if  not  of  establishing  a 
connection  between  the  stomach  and  the  jejunum  in  order  to  enable  life 
to  be  carried  on.  Indeed,  in  the  last  few  years  the  entire  organ  has  been 
excised  for  this  affection. 

In  attempting  to  make  a diagnosis  as  to  the  exact  condition  present 
in  any  given  affection  of  the  stomach  a variety  of  factors  have  to  be  taken 
into  consideration  and  various  methods  have  to  be  employed. 

PAIN  AND  VOMITING. — The  presence  of  pain  referred  to  the 
stomach  is  of  great  importance,  and  considerable  attention  must  be  paid 
to  its  characters,  situation  and  mode  of  onset.  Pain,  particularly  after  the 
ingestion  of  food,  is  often  indicative  of  ulcer  of  the  stomach,  and  this  is 
still  more  probable  when  the  pain  is  referred  to  one  particular  spot  and 
especially  if  it  be  referred  to  the  neighbourhood  of  the  lower  dorsal  vertebrae. 
In  other  cases  a diffuse  pain  of  a neuralgic  character  may  merely  indicate 
some  nervous  affection.  The  most  important  point  in  connection  with  the 
pain  is  its  relation  to  the  taking  of  food  and  the  length  of  time  that 
it  lasts. 

Much  information  may  also  be  gained  by  considering  the  question  of 
vomiting  both  with  regard  to  its  frequency,  the  character  of  the  vomited 
matters  and  the  quantity  brought  up.  For  example,  in  dilatation  of  the 
stomach  vomiting  only  occurs  at  infrequent  intervals,  sometimes  only  every 
second  or  third  day  when  the  stomach  is  much  dilated,  and  the  quantity 
brought  up  is  proportionately  large.  On  the  other  hand,  in  simple  ulcer 
of  the  stomach  vomiting  may  occur  very  soon  after  food,  usually  within 
an  hour  or  two,  and  the  pain  complained  of  is  relieved  by  it.  Again, 
vomiting  due  to  intestinal  obstruction  is  not  usually  related  to  taking  food 
and  there  is  often  constant  retching.  The  smell  of  the  vomited  matters 
may  also  be  characteristic ; for  instance,  in  dilatation  of  the  stomach  the 
vomit  usually  has  a yeasty  odour,  whereas  in  cancer  of  the  organ  the 
contents  are  usually  foul  from  decomposition,  and  in  intestinal  obstruction 
the  vomited  matters  after  a time  become  faecal.  The  presence  of  blood 
in  the  vomit  may  also  be  strongly  indicative.  Profuse  haemorrhage  generally 
implies  a simple  ulcer.  The  frequent  and  constant  admixture  of  a little 
blood  with  the  vomited  matters,  especially  if  these  smell  badly,  usually 
points  to  cancer  of  the  stomach.  Profuse  haematemesis  also  occurs  in 
cirrhosis  of  the  liver,  but  here  the  blood  is  usually  very  dark  in  colour, 
as  the  bleeding  is  venous. 

INSPECTION  OF  THE  ABDOMEN. — As  a rule  simple  inspection 
of  the  abdomen  gives  little  information  as  to  the  condition  of  the  stomach. 
In  very  thin  subjects  suffering  from  pyloric  obstruction  it  is  however  often 
possible  to  observe  the  violent  peristaltic  movements  of  the  stomach 
immediately  after  taking  food.  In  cases  of  cancer  of  the  pylorus  again 
the  tumour  may  be  large  enough  to  be.  evident  on  the  surface,  or  the 
dilated  stomach  may  be  seen  through  the  abdominal  wall.  Finally,;  whdn 


METHODS  OF'  EXAMINATION. 


195 


there  is  an  “ hour-glass  contraction  ” of  the  stomach  accompanied  by  flatulent 
distension,  the  outline  of  the  organ  may  be  seen  through  the  abdominal 
parietes  and  the  true  condition  may  be  suspected.  Inspection  of  the 
stomach  is  much  aided  by  inflation,  which  is  an  extremely  valuable  method 
of  diagnosis  in  some  cases,  for,  if  the  stomach  be  sufficiently  inflated,  its 
outline  can  be  ascertained  by  palpation  and  percussion  and  generally  also 
by  inspection  in  all  but  very  fat  persons. 

INFLATION  OF  THE  STOMACH.— This  valuable  method  of 
diagnosis  must  be  used  with  great  care.  It  should  never  be  employed  when 
there  is  recent  bleeding  from  the  stomach  and  only  with  the  greatest 
caution  when  there  is  the  least  suspicion  of  a gastric  ulcer.  If  the  stomach 
be  over-distended  the  ulcer  may  be  torn,  and  bleeding  or  even  perforation 
may  occur.  Should  any  pain  result  from  the  inflation  it  should  be  stopped 
at  once.  There  are  two  principal  methods  employed  for  inflating  the 
stomach ; the  simplest  is  by  the  administration  of  effervescent  soiutiojis.  A 
dose  of  tartaric  acid  (grs.  x-xx)  is  swallowed  and  this  is  followed  immediately 
by  a similar  amount  of  bicarbonate  of  soda  dissolved  in  water,  or  the 
patient  may  swallow  the  two  components  of  a seidlitz  powder  separately 
dissolved  in  water..  A brisk  evolution  of  carbonic  acid  gas  occurs  in  the 
stomach  as  these  solutions  come  in  contact,  and  the  viscus  becomes 
distended.  Should  the  first  dose  be  insufficient  to  cause  the  necessary 
distension,  a second  may  be  given.  This  plan,  although  often  satisfactory 
and  particularly  valuable  for  nervous  patients  to  whom  the  passage  of  an 
oesophageal  tube  is  repulsive,  has  the  disadvantage  that  the  distension  is 
not  sufficiently  under  the  surgeon’s  control  and  indeed  might  be  used  in 
a stomach  that  will  not  bear  dilatation  and  might  thus  cause  great  distress 
or  even  possibly  actual  rupture. 

A much  better  plan  is  to  inflate  the  stomach  through  ati  oesophageal  tube. 
A soft  rubber  tube,  similar  to  that  employed  for  washing  out  the  stomach,  is 
passed  into  the  stomach  (see  p.  200).  When  this  is  in  position,  a Higginson’s 
syringe,  or  better  still  a common  bicycle  pump,  is  attached  to  its  upper 
end  and  the  stomach  may  be  inflated  by  this  to  any  desired  extent,  while 
at  the  same  time  the  degree  of  inflation  is  entirely  under  the  control  of 
the  surgeon  who  can  stop  it  at  any  moment  he  pleases  and  if  necessary 
allow  the  air  to  escape  immediately  through  the  tube. 

The  value  of  dilatation  of  the  stomach  consists  in  defining  the  organ 
so  that  its  outline  can  be  easily  appreciated,  and,  in  the  case  of  an  hour- 
glass contraction  for  instance,  the  result  is  very  striking.  ‘Dilatation  also 
enables  the  stomach  to  be  percussed  with  accuracy  and  it  often  brings  a 
tumour  of  the  stomach  wall  which  was  previously  unnoticeable  well  up  to 
the  surface. 

PALPATION.— By  simple  palpation  a number  of  useful  data  may 
often  be  ascertained.  In  order  to  get  the  best  results  from  this  method 
the  patient  should  lie  upon  the  back  on  a hard  couch  with  the  legs 
drawn  up  and  the  head  and  shoulders  raised  upon  a pillow,  'i'his  relaxes 
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the  abdominal  muscles  to  their  full  extent  and  allows  the  hand  to  be 
pushed  well  into  the  epigastrium,  while  the  stomach,  provided  it  be  movable, 
is  carried  as  far  downwards  as  possible.  It  is  well  before  finishing  the 
examination  to  have  the  trunk  elevated  so  that  the  patient  is  almost  in  a 
sitting  position,  in  order  to  allow  the  stomach  to  fall  away  from  beneath  the 
ribs.  While  the  palpation  is  carried  out,  the  patient  should  be  instructed 
to  relax  the  muscles  completely,  to  keep  the  mouth  wide  open  throughout 
the  whole  e.xamination,  and  to  breathe  deeply  and  regularly ; deep  and 
regular  breathing  is  of  great  importance  for,  if  the  hand  be  kept  steadily 
pressed  in  upon  the  abdominal  wall  in  the  hypogastric  region,  it  will  be 
found  that  on  each  deep  expiration  the  hand  can  be  pressed  a little  further 
down,  until  ultimately  the  posterior  wall  of  the  abdomen  can  be  felt. 

In  palpating,  the  hand  should  be  applied  as  flat  as  possible  to  the 
abdominal  wall  and  no  violent  or  irregular  pressure,  such  as  digging  the 
tips  of  the  fingers  into  the  skin,  should  be  employed,  otherwise  con- 
tractions of  the  abdominal  muscles  may  be  set  up  and  the  object  of  the 
e.xamination  defeated.  Bimanual  examination  does  not  show  much  except 
in  cases  of  a tumour  of  the  pylorus  which  has  been  carried  well  over  to  the 
right  side.  Palpation  should  always  be  undertaken  without  ansesthesia  in  the 
first  instance  in  order  to  determine  the  question  of  pain,  but,  when  the 
abdominal  walls  are  very  rigid  or  the  patient  is  very  stout,  or  when  there 
is  much  pain,  it  may  be  necessary  to  administer  an  aneesthetic  before  com- 
pleting the  examination  so  as  to  get  complete  relaxation  of  the  abdominal 
walls. 

Before  concluding  the  examination  by  palpation,  the  patient  should 
always  be  turned  first  upon  one  side  and  then  upon  the  other,  and,  when  the 
examination  is  not  under  anjesthesia,  he  should  finally  be  made  to  rest 
upon  the  hands  and  knees  so  as  to  allow  the  stomach  to  fall  forward. 

In  this  way  tumours  may  be  felt  in  the  stomach  walls  or  about  the 
pylorus,  and  their  size,  consistence  and  mobility  may  be  noted.  Powerful 
peristaltic  movements  passing  from  left  to  right,  such  as  occur  when  there 
is  obstruction  to  the  pylorus,  may  be  appreciated.  Succession  may  be 
elicited  in  cases  of  dilatation  of  the  stomach  and  also  the  undue  sensibility 
of  the  organ  so  frequently  associated  with  gastric  ulcer.  In  the  latter  con- 
dition, pressure  over  the  stomach  walls  usually  produces  a sharp  pain 
through  from  the  epigastric  region  to  the  twelfth  dorsal  vertebra. 

PERCUSSION  AND  AUSCULTATION.  -These  methods  are  useful 
when  employed  in  addition  to  others  but  are  not  to  be  relied  upon  by 
themselves.  The  note  elicited  by  percussion  of  the  stomach,  although  fairly 
characteristic,  is  not  absolutely  reliable.  Percussion  is  most  valuable  when 
it  is  combined  with  inflation  {vide  supra).  Auscultation  is  chiefly  of  value 
in  cases  of  hour-glass  contraction,  when  the  characteristic  rushing  noise 
due  to  the  passage  of  contents  from  one  portion  of  the  stomach  to  the 
other  through  the  narrow  intervening  orifice  may  be  heard.  In  order  to 
make  out  the  limits  of  the  stomach  when  it  is  not  much  dilated,  the 
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patient  may  be-  made  to  stand  up  and  the  limits  of  the  stomach  ascer- 
tained by  percussion  as  far  as  possible.  If  now  the  supposed  area  of  the 
stomach  be  marked  out  on  the  skin  with  an  aniline  pencil,  its  accuracy 
can  be  more  or  less  checked  by  making  the  patient  drink  a pint  or 
more  of  fluid  and  again  percussing  the  stomach ; this  will  then  give  a dull 
area  corresponding  to  the  greater  curvature  of  the  stomach.  The  chief 
difficulty  in  percussion  is  the  resonance  of  the  transverse  colon,  the  note 
of  which  may  be  mistaken  for  that  of  the  stomach.  It  has  been  proposed 
to  get  rid  of  this  by  means  of  a large  water  enema  introduced  into  the 
rectum  and  left  in  so  as  to  distend  the  descending  and  transverse  colon. 

CAT.HETERISATION  OF  THE  STOMACH.— This  is  a method 
of  great  value  and  often  yields  the  most  important  information.  It  is  of 
course  a necessary  preliminary  to  washing  out  the  stomach,  and  the  in- 
formation it  gives  as  to  the  acidity  of  the  gastric  contents  is  very 
valuable.  If  practised  with  care  and  performed  with  a soft  tube  it  is 
unattended  with  danger  and  is  not  therefore  contra-indicated  even  in  cases 
of  ulceration  or  growth. 


Fic.  47. — Einhorn’s  Stomach  Bucket.  This  little  instrument  is  made  of  such  a 
shape  that  it  can  be  easily  swallowed  ; when  withdrawn  by  the  silk  threads  it  carries 
with  it  a sample  of  the  gastric  contents  that  can  be  submitted  to  analysis.  It  requires  to 
be  withdrawn  very  carefully. 

Quite  recently  a valuable  method  has  been  introduced  for  the 
purpose  of  ascertaining  exactly  the  physiological  condition  of  affairs  in  the 
stomach.  This  is  perhaps  more  useful  in  the  medical  than  in  the  surgical 
affections,  but  is  worth  mentioning.  A “test  meal”  consisting  of  Certain 
([uantities  of  particular  foods,  is  administered  to  the  patient  and  then  by 
an  ingenious  little  bucket  (see  Fig.  47)  samples  of  the  gastric  contents 
are  removed  during  digestion  at  stated  times  after  the  ingestion  of  the 
meal  and  submitted  to  analysis ; in  this  way  considerable  information 
may  be  obtained.  On  the  one  hand,  the  degree  of  acidity  of  the  gastric 
contents  at  any  given  time,  and  the  nature  of  that  acidity,  can  be  ascertained  : 
on  the  other,  the  functional  activity  of  the  stomach  may  be  gauged 
by  seeing  to  what  extent  digestion  has  proceeded  in  a given  time  and 
how  long  is  requisite  for  the  complete  digestion  of  a meal  of  given  size. 
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From  the  surgical  point  of  view  this  method  often  yields  valuable  results. 
For  example,  in  gastric  ulcer  the  contents  of  the  stomach  are  usually  thin 
and  watery  in  character  and  contain  relatively  large  quantities  of  free  hydro- 
chloric acid ; whereas  in  cancer  the  fluid  is  thick,  contains  large  quantities 
of  mucus,  is  often  foul  and  contains  no  free  hydrochloric  acid  but  com- 
paratively large  quantities  of  lactic  acid. 

Dr.  Otto  Griinbaum,  Clinical  Pathologist  to  King’s  College'  Hospital, 
has  been  good  enough  to  furnish  us  with  the  'following  note  upon  the 
subject  of  test-meals  : 

“ The  object  of  giving  test-meals  and  examining  the  different  stages  of  digestion  is 
to  diagnose  the  condition  of  the  mucous  membrane  of  the  stomach  and  the  effective 
motility  of  that  organ.  Both  of  these  are  of  surgical  importance,  sinc6  a gastritis 
which  persists  in  spite  of  medical  treatment  is  often  due  to  a neoplasm,  whilst  motor 
insufficiency  suggests  one  or  more  of  four  conditions  : gastric  adhesions,  atony  of  the 
I muscular  walls,  pyloric  obstruction,  or  new  growth.  It  is  advisable  to  investigate 
these  functions  by  giving  two  kinds  of  test-meals. 

“If  there  be  no  signs  or  symptoms  which  contra-indicate  the  introduction  of  a soft 
rubber  tube  into  the  stomach,  the  administration  of  a test-meal  is  carried  out  in  the 
following  way : 

“The  stomach  of  the  patient  is  washed  out  with  warm  water  one  evening,  and  early 
the  next  day  a meal  of  70  grams  of  wheaten  bread  is  given.  This  should  be  well 
masticated  and  washed  down  with  350  c.c.  of  water,  or  weak  tea  without  milk  or 
sugar  : an  hour  later  the  contents  of  the  stomach  must  be  syphoned  off.  In  normal 
cases  30  to  50  c.c.  of  a homogeneous  yellowish  fluid  with  a sour  smell  is  obtained. 
This  fluid  is  kept  for  examination. 

“ The  next  day  the  peristaltic  action  of  the  stomach  can  be'ptimated  by  giving  the 
well-chopped  whites  of  two  hard-boiled  eggs  together  with  100  c.c.  of  water.  After 
three-quarters  of  an  hour  another  too  c.c.  of  water  are  given,;  five  minutes  later  the 
stomach  is  emptied  and  subsequently  washed  out  in  order  to  recover  as  much  as 
possible  of  the  white  of  egg.  This  is  compared  with  the  total  given.  If  but  very  little 
has  disappeared,  the  indications  are  of  impaired  motor  function.  On  the  third  day 
the  same  procedure  is  repeated,  but  the  evacuation  of  the  stomach  is  deferred  until 
90  minutes  after  the  administration  of  the  meal,  by  which  time  a normal  stomach 
should  have  passed  the  undigested  proteid  through  the  pylorus. 

“ The  presence  of  much  white  of  egg  goes  far  towards  confirming  motor  inefficiency. 

“ The  fluid  removed  after  test-meals  should  be  examined  both  microscopically  and 
chemically. 

• “The  sediment  which  settles  on  the  gastric  contents  standing  for  some  hours, 
should  be  poured  on  to  a black  plate  and  examined  with  a lens  for  pieces  of  gastric 
mucous  membrane,  which  if  found  must  be  hardened,  cut,  and  stained  in  the  usual  way. 

' If  such  piece  of  tissue  show  definite  signs  of  carcinoma,  the  diagnosis  is  obvious,  but  it 
must  be  borne  in  mind  that  the  presence  of  normal  pieces  does  not  exclude  the  possi- 
bility of  malignant  disease. 

“ In  order  to  examine  for  micro-organisms  some  of  the  sediment  is  smeared  on  a 
' slide,  dried,  heated  to  120°  C.,  and  then  stained  for  three  minutes  in  a very  dilute 
' solution  of  gehtian-rviolet,  washed,  dehydrated,  and  mounted. 

r “Sarcinre,  yeast  ■ cells,  and  bacilli  may  be  seen.  The  two  former,  unless  in  ex- 
tremely large  quantities,  are  of  no  pathological  significance  ; in  very  large'  quantities, 
however,  they  indicate  stagnation.  ' 

“There  are  usually  many  different  kinds  of  bacilli  present;  fnost  of  which :have 
: been  introduced  with  the  food  ; the  one  of  most  importance  is  unusually  long  and  non- 
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motile.  It  goes  by  the  name  of  bacillus  geniculatus  (Oppeler-Boas).  This  bacillus  Ls 
nearly  always  present  in  carcinoma  of  the  stomach,  but  is  rarely  found  in  gastric  ulcer. 

“The  presence  of  blood  cannot  always  be  demonstrated  with  ease,  owing  to  the 
changes  in  the  red  cell  and  in  the  hremoglobin  produced  by  digestion. 

“The  best  method  of  testing  is  to  attempt  to  make  hxmin  crystals  by  heating  a little 
of  the  sediment  on  a glass  slide  with  a trace  of  sodium  chloride  and  a drop  of  glacial 
acetic  acid  until  bubbles  form  ; on  cooling,  characteristic  ha;min  crystals  should  appear. 
If  this  test  be  negative  and  yet  the  presence  of  blood  be  suspected,  the  patient  must  be 
fed  on  an  iron-free  diet  for  a day  or  two,  and  then  the  contents  of  the  stomach  must 
be  e.xamined  for  iron.  A little  of  the  dark-coloured  sediment  is  treated  with  a 
crystal  of  potassium  chlorate  and  a drop  or  two  of  strong  hydrochloric  acid  and 
warmed.  On  the  addition  of  a 5%  aqueous  solution  of  potassium  ferrocyanide  to  the 
mixture  Prussian  blue  will  be  formed  if  htemorrhage  has  occurred. 

“Two  reliable  reactions  may  be  used  to  demonstrate  the  presence  of  free  hydro- 
chloric acid. 

“A  few  drops  of  a 0.5%  solution  of  di-methyl-amido-azo-benzol  in  water  are 
placed  on  a white  porcelain  surface  in  close  proximity  to  a drop  or  two  of  the  filtered 
gastric  contents.  On  the  two  fluids  being  brought  into  contact,  a cherry-red  colour  is 
developed  at  the  line  of  junction. 

“ Strong  solutions  of  inorganic  acids  produce  the  same  reaction,  but  they  are 
rarely  or  never  present  in  sufficient  quantity  to  cause  confusion. 

“ The  degree  of  acidity  of  a fluid  is  expressed  by  the  number  of  cubic  centi- 
meters of  a decinormal  solution  of  potash  required  to  neutralise  100  c.c.  of  that 
fluid.  A decinormal  solution  of  potash  contains  5.7  grams  of  pure  dry  potassium 
hydrate  in  the  litre  of  water.  The  acidity  of  gastric  contents,  due  to  free  hydro- 
chloric acid,  due  to  acid  salts  and  organic  acids,  and  due  to  acid  albumen,  ought 
to  be  estimated. 

‘ ‘ The  procedure  is  simple  and  rests  upon,  the  following  colour  reactions.  . 

“ Di-methyl-amido-azo-benzol  assumes  a red  colour  in  the  presence  of  free  mineral 
acid ; alizarine  becomes  purple  in  the  presence  of  acid  albumen ; whilst  phenol 
phthaleine  does  not  assume  a red  colour  until  all  acids  and  acid  compounds  have 
been  satisfied  and  the  solution  is  just  alkaline.- 

“Into  each  of  three  beakers  10  c.c.  of  filtered  gastric  contents  are  placed,  a 
drop  of  a 4%  alcoholic  solution  of  phenol  phthaleine  is  added  to  beaker  (A),s.  drop 
of  1%  aqueous  solution  of  alizarine  to  beaker  ( B),  and  one  of  the  5%  solution  Of 
di-methyl-amido-azo-benzol  to  beaker  (C). 

“ A decinormal  solution  of  potash  is  run  into  each  beaker  until  the  indicators 
turn  colour.  Let  the  numbers  be  6,  4 and  3 respectively.  The  acidity  due  to  free 
hydrochloric  acid  would  be  30  degrees,  that  due  to  organic  acids  and  acid  salts 
40 — 30,  that  is  10  degrees,  and  that  due  to  acid  combined  with  albumen  60 — 40,  or 
20  degrees. 

“ If  the  first  and  last  be  nil,  we  know  that  hydrochloric  acid  is  not  being 
secreted  by  the  mucous  membrane  of  the  stomach  ; whilst  if  this  condition  persist,, 
we  have,  at  least,  the  probability  of  the  presence  of  carcinoma. 

“ Lactic  acid  is  not  found  in  the  presence  of  free  hydrochloric  acid,  and,  therefore, 
if  the  mineral  acid  be  present,  it  is  only  a waste  of  time  to  search  for  the  organic  one. 

“ The  recognised  test  for  lactic  acid  re.sts  upon  the  colour  of  lactate  of  iron  ; 10  c.c. 
of  ^ 4%  aqueous  solution  of  carbolic  acid  are  mixed  with  20  c.c.  of  water  and  one 
drop  of  a strong  solution  of  ferric  chloride  ; the  amethyst  solution  thus  formed  turns 
canary  yellow  on  the  addition  of  a solution  of  lactic  acid.  This  test  is  not  Very 
sensitive  in  the  presence  of  albumen,  but  is  sufficient  for  diagno.stic  purposes,-  since 
a trace  of  lactic  acid  may  be  present  in  a normal  stomach,  and  it  is  only  an 
excess  of  this,  substance  that  is  of  pathological  and  diagnostic  value. 
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“The  value  of  proteolytic  ferment  maybe  easily  investigated  in  the  following  way  : 

“A  1%  solution  of  commercial  white  of  egg  in  a 0.4%  solution  of  hydrochloric  acid 
is  prepared,  to  10  c.c.  of  this  solution  5 c.c.  of  filtered  gastric  contents  are  added. 
The  mixture  is  placed  in  an  incubator  at  37°  C.  for  an  hour  and  then  transferred  to 
an  Esbach  tube.  The  percentage  of  albumen  is  estimated  in  the  usual  way.  A 
control  tube  to  which  water  instead  of  gastric  contents  has  been  added  is  treated 
similarly. 

“ The  result  is  e.xpressed  as  percentage  digested,  by  multiplying  the  difference  in  the 
readings  of  the  two  tubes  by  one  hundred  and  then  dividing  by  the  reading  of  the 
control  tube.  For  instance  if  the  control  tube  stood  at  9 and  the  other  at  2, 
77%  vvould  represent  the  value  of  the  ferment. 

“ It  is  only  after  long-continued  gastritis  that  the  ferment  disappears,  and  hence  the 
frequency  of  carcinoma  in  cases  w'here  the  action  is  weak. 

“ Notwithstanding  all  that  has  been  said  above,  great  caution  must  be  exercised  in 
drawing  definite  conclusions  from  the  examination  of  gastric  contents,  for  after  all  the 
only  definite  proof  of  carcinoma  is  the  presence  of  carcinomatous  tissue. 

“The  absence  of  hydrochloric  acid,  either  free  or  in  combination,  points  to  a marked 
gastritis.  If  this  be  accompanied  by  a decrease  in  the  proteolytic  ferment,  and  the 
presence  of  lactic  acid  and  the  bacillus  geniculatus,  the  condition  is  not  pathognomonic, 
but  the  probability  of  carcinoma  is  at  least  a well-founded  suspicion. 

“ It  is  however  impossible  to  assert  that,  when  free  hydrochloric  acid  is  present 
carcinoma  is  absent ; for,  when  the  new  growth  is  grafted  on  the  edge  of  an  ulcer,  it 
may  be  accompanied  by  hyperchlorhydia. 

“If  the  growth  be  small,  no  appreciable  gastritis  need  be  caused,  and  hence  no 
evidence  of  its  existence  is  necessarily  forthcoming.” 

The  technique  of  catheterisation  of  the  stomach  is  largely  that  of 
washing  out  the  stomach. 

WASHING  OUT  THE  STOMACH. — The  stomach  may  require 
washing  out  for  various  conditions : i.  This  procedure  was  first  introduced 
for  the  removal  of  poisons  swallowed  by  accident  or  design.  2.  It  is  also 
employed  to  withdraw  the  fermenting  contents  of  a dilated  stomach  so  as 
to  promote  its  contraction.  More  recently  it  has  been  employed  for  washing 
out  the  stomach  with  astringent  drugs,  and  is  of  course  of  high  diagnostic 
value  in  permitting  analysis  of  the  gastric  contents.  3.  Perhaps  the  most 
important  application  of  the  method  from  a surgical  point  of  view  is  as 
a preliminary  to  various  abdominal  operations,  such  as  those  for  acute 
intestinal  obstruction  or  acute  peritonitis,  where  its  object  is  to  get  rid  of 
the  contents  of  the  stomach  and  so  to  diminish  vomiting  and  thus  to  avoid 
the  danger  of  vomited  matters  passing  into  the  larynx  during  the  operation. 

Washing  out  the  stomach  should  always  be  done  by  syphoning  off  the 
contents  and  never  by  the  employment  of  a syringe.  The  apparatus 
used  consists  of  an  oesophageal  tube  about  twenty  inches  in  length 
connected  by  an  inch  or  two  of  glass  tubing  with  a piece  of  soft  indiarubber 
tubing,  at  the  other  end  of  which  is  a large  glass  funnel  capable  of 
holding  from  half  a pint  to  a pint.  The  oesophageal  tube  should  bo 
sufficiently  soft  to  prevent  all  possibility  of  its  doing  damage  as  it  is  passed 
into  the  stomach,  whilst  at  the  same  time  it  should  be  rigid  enough  not 
to  be  occluded  by  the  pressure  of  the  oesophageal  walls.  The  ordinary  red 
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rubber  tubing  is  as  a rule  too  soft.  I'he  best  form  is  the  double  silk-web 
tube,  which  should  have  both  a lateral  and  :a  terminal  opening,  so  that  if 
one  gets  blocked  the  other  may  act.  'Fhe  tube  is  passed  in  the  same 
manner  as  an  cesophageal  bougie  (see  p.  109),  being  lubricated  with  butter 
and  assisted  by  an  actual  swallowing  effort  on  the  part  of  the  patient.  As 
soon  as  the  tube  enters  the  stomach  gas  usually  escapes  through  it, 
especially  when  the  organ  is  dilated.  It  is  usual  to  direct  the  patient  to 
phonate  so  as  to  make  sure  that  the  tube  has  not  passed  into  the  larynx, 
but  this  is  unnecessary,  as  the  accident  would  certainly  be  accompanied  by 
violent  cough.  When  the  tube  is  in  position,  the  patient’s  head  is  bent 
well  forward  or  turned  to  one  side  so  as  to  allow  the  saliva  to  flow  out  of 
the  mouth,  and  the  washing  out  of  the  stomach  is  proceeded  with. 

As  a rule  the  gastric  contents  begin  to  run  from  the  tube  into  the 
funnel  immediately  the  end  passes  into  the  stomach,  and  if  required  may 
be  collected  for  analysis.  If  the  fluid  does  not  run  immediately,  the  funnel 
should  be  lowered  well  below  the  level  of  the  stomach  and  the  patienr 
asked  to  cough  or  to  strain.  Should  this  manoeuvre  fail,  it  is  only  necessary 
to  fill  the  funnel  with  a little  warm  fluid  and  to  raise  it  above  the  level  of  the 
mouth ; then,  when  some  of  the  contents  have  entered  the  stomach,  the 
funnel  is  lowered  and  the  fluid  syphoned  off.  As  much  of  the  gastric 
contents  as  will  run  away  spontaneously  is  first  allowed  to  escape,  and 
then  the  actual  irrigation  is  proceeded  with.  The  funnel  is  filled  with 
either  saline  solution  or  boracic  lotion  at  the  body  temperature,  and,  by 
raising  it  to  the  level  of  the  mouth  when  the  patient  is  in  the  sitting 
position  or  slightly  higher  when  he  is  recumbent,  this  is  allowed  to  enter  the 
stomach  gradually.  Before  the  funnel  is  quite  empty  it  is  again  lowered 
below  the  level  of  the  stomach  and  as  much  fluid  as  will  run  away  is  with- 
drawn as  before.  This  process  is  repeated  several  times  until  the  fluid 
returns  quite  clear ; it  is  a very  much  better  plan  than  that  sometimes 
adopted  of  first  filling  up  the  stomach  with  a large  quantity  of  fluid  and 
then  afterwards  allowing  it  all  to  run  away.  If  one  funnel-full  at  a time  be 
introduced  and  withdrawn  there  is  no  risk  of  over-distending  the  stomach. 

There  are  no  real  difficulties  or  dangers  attaching  to  the  procedure. 
If  care  be  taken  to  pass  the  tube  gently,  making  the  patient  swallow  it 
rather  than  forcing  it  down,  there  is  no  liability  for  it  to  enter  the 
air-passages.  The  operation  should  not  be  performed  in  cases  of  bad  heart 
disease  or  great  cachexia  from  constitutional  mischief,  where  the  slight 
disturbance  caused  by  it  might  be  prejudicial.  It  should  also  not  be  used 
in  cases  of  gastric  ulcer  with  active  bleeding,  or  in  cases  of  gastric  cancer 
with  free  haemorrhage.  In  other  cases  however,  both  of  ulcer  and  cancer, 
its  use  is  quite  unobjectionable.  The  method  is  not  curative,  but  it  renders 
the  patient  much  more  comfortable  by  withdrawing  fermenting  contents 
from  a .stomach  that  is  unable  to  pass  them  on,  and  thus  diminishes  the 
distension.  It  is  also  an  exceedingly  valuable  preliminary  to  abdominal 
operations. 
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EXPLORATORY  LAPAROTOMY. — This  is  of  course  the  most 
valuable  method  of  all  and  in  some  cases  it  may  be  indispensable,  as  an 
accurate  diagnosis  may  be  impossible  without  it.  In  addition  to  being  of 
the  highest  diagnostic  value  it  has  the  added  advantage  that  it  may  be  the 
first  step  in  the  treatment.  The  advisability  of  doing  an  exploratory  laparo- 
tomy in  a surgical  affection  of  the  stomach  must  however  be  carefully 
weighed.  If  it  be  quite  evident  from  external  examination  and  a con- 
sideration of  the  various  symptoms  that  no  remedial  measure  is  possible, 
then,  even  though  the  surgeon  may  not  know  the  exact  site  of  the  disease, 
no  exploratory  laparotomy  is  justifiable  as  it  would  merely  be  indulging 
curiosity.-  When  deciding  upon  an  exploratory  operation,  the  surgeon  must 
feel  satisfied  that  the  condition  is  one  in  which  there  is  a probability  of  his 
being  able  to  carry  out  some  remedial  treatment  as  a result  of  the  exploration, 
and  in  the  second  place  he  must  feel  confident  that  the  latter  in  itself 
will  not  be  dangerous ; this  at  any  rate  is  necessary  when  there  is  any 
uncertainty  about  the  feasibility  of  remedial  measures. 

Typical  examples  of  the  utility  of  exploratory,  operations  are  the  follow- 
ing : — When  a tumour  is  felt  in  the  neighbourhood  of  the  pylorus  which  Is 
freely  movable  and  accompanied  by  symptoms  of  dilated  stomach,  an 
exploration  is  of  great  importance  and  should  be  carried  out  at  an  early 
date  because  the  possibilities  of  benefiting  the  patient  are  then  very  con- 
siderable. Thus  the  enlargement  may  be  inflammatory,  such  as  a thickened 
ulcer  in  the  neighbourhood  of  the  pylorus,  and  an  exploratory  operation 
will  enable  the  surgeon  to  proceed  to  immediate  pylorectomy  or  to  gastro- 
enterostomy which  will  probably  cure  the  patient.  Should  the  swelling  turn 
out  to  be  a malignant  tumour,  the  exploration  will  at  once  show  whether 
excision  of  the  pylorus  is  advisable  and,  if  not,  the  patient’s  condition  may 
be  greatly  improved  by  performing  a gastro-enterostomy.  Again,  in  obstinate 
cases  of  pain  and  dyspeptic  symptoms  exploration  is  often  of  benefit  as  it 
may  reveal  the  presence  of  adhesions  or  bands,  the  removal  of  which  will 
relieve  the  symptoms  entirely.  Or  again,  it  may  reveal  the  presence  of  an 
ulcer  or  contractions  following  it  and  these  may  be  suitably  treated.  On 
the  other  hand,  to  perform  an  exploratory  operation  on  a patient  who  is 
evidently  the  subject  of  extensive  cancer  of  the  stomach,  where  the  chances 
of  doing  a gastro-enterostomy  and  thus  relieving  the  symptoms  are  very  slight 
and  where  the  patient  is  obviously  not  in  a fit  condition  for  any  severe 
operation  such  as  excision  of  the  pylorus,  is  merely  satisfying  idle  curiosity. 
At  the  present  day  there  is,  not  so  much  in  the  case  of  diseases'  of  the 
stomach  as  in  diseases  of  the  abdomen.; gerierally,  rather  too  great  .a 
tendency  to  the  employment  of  an  exploratory;  laparotomy  to  the.  exclusion 
of  other  methods  of  diagnosis'.  The  exploration  should  only  be  employed 
as  a diagnostic  measure  wheri  other  means  of  diagnosis  fail;  But  whenever 
the  symptoms  point  to  some  condition  that  is  remediable;  or  when  there  is 
doubt  as  to  the  . -applicability  of  several  methods  of  treatment, . an  exact 
diagnosis  is  imperative  for  the  employment  of  the  proper  remedial  measures 
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and  an  exploratory  laparotomy  should  be  done.  No  exploration  should  be 
practised  however,  even  in  the  cases  we  have  just  mentioned,  without  the 
surgeon  being  prepared  to  go  on  to  carry  out  whatever  method  of  treat- 
ment seems  most  suitable. 

It  has  happened  somewhat  unfortunately  that  large  inoperable  tumours 
have  been  met  with  when  the  abdomen  has  been  opened,  for  which  obviously 
nothing  in  the  way  of  removal  could  be  done,  and,  notwithstanding  this, 
improvement  or  even  cure  has  followed  alter  the  abdomen  has  been  shut 
up.  This  has  undoubtedly  given  a fillip  to  exploratory  laparotomy  even  in 
hopeless  cases,  under  the  impression  that,  as  a result  of  the  laparotomy,  the 
tumour  might  disappear.  It  is  hardly  conceivable  that  such  tumours  are 
malignant.  Greig  Smith  has  pointed  out  that  in  several  of  the  cases  upon 
which  he  operated  the  tumours  were  merely  inflammatory,  and  to  cut  into 
an  abdomen  containing  a typical  cancerous  tumour  on  the  chance  of  the 
laparotomy  leading  to  the  disappearance  of  the  tumour  is  a practice  that 
cannot  be  too  strongly  deprecated. 

Various  other  methods  of  examination  have  been  employed,  but  they  yield 
no  really  useful  information.  By  some  it  has  been  proposed  to  ascertain  the 
presence  of  a stricture  of  the  pylorus  by  direct  exploration  with  a specially 
designed  catheter,  at  the  end  of  which  is  a small  inflatable  bag  which  is 
introduced  into  the  stomach  with  the  bag  deflated ; the  latter  is  then 
expanded,  the  idea  being  that,  as  the  bag  is  pushed  towards  the  pylorus, 
the  dilated  end  will  become  arrested  if  there  be  a stricture. 

Trans-illumination  of  the  stomach  has  also  been  employed,  a sound 
bearing  an  electric  lamp  at  the  end  of  it  being  passed  into  the  viscusj  the 
idea  is  to  give  a view  of  any  shadow  produced  by  growths,  etc.,  and  also 
to  give  some  idea  of  the  extent  of  the  cavity.  The  stomach  is  previously 
filled  with  a certain  amount  of  fluid. 

Attempts  have  also  been  made  to  actually  inspect  the  interior  of  the 
stomach  by  means  of  an  instrument  similar  to  the  cystoscope.  This  method, 
known  as  gastroscopy,  besides  requiring  special  apparatus  and  being 
exceedingly  difficult  to  carry  out,  is  of  such  small  value  that  it  is  hardly  worth 
noticing.  In  most  cases  in  which  such  a method  would  give  results  of  value 
the  diagnosis  can  be  made  readily  by  simpler  means.  A certain  amount  of 
information  may  be  obtained  by  means  of  the  X-rays.  Tumours  of  the 
stomach  may  sometimes  be  detected  by  their  shadow ; foreign  bodies  of  a 
metallic  nature,  such  as  knives  or  forks,  that  have  been  swallowed  can 
be  readily  distinguished  and  located  by  their  assistance.  Attempts  have 
also  been  made  to  map  out  the  stomach  area  by  the  agency  of  the  rays  after 
the  administration  of  substances  which  are  opaque  to  them.  One  method  for 
instance  is  to  administer  an  emulsion  of  sub-nitrate  of  bismuth,  which  is 
diffused  evenly  over  the  stomach  and  casts  a shadow  to  the  rays.  Large 
(luantities  of  bismuth  are  necessary  for  this,  and  the  drug  should  be  intro- 
duced and  washed  out  again  by  a stomach  tube.  Another  method  is  to 
pass  a long,  freely  flexible,  hollow  bougie,  which  is  filled  with  nitrate  of 
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bismuth  powder ; this  is  introduced  into  the  stomach,  made  to  travel  along 
the  greater  curvature,  and  casts  a shadow  under  the  rays ; the  presumption  is 
that  this  shadow  corresponds  with  the  outline  of  the  greater  curvature.  The 
point  at  which  the  tube  comes  to  a standstill  is  also  supposed  to  indicate  the 
situation  of  the  pylorus.  If  arrested  before  it  reaches  the  situation  of  the 
pylorus,  it  presumably  meets  with  some  hour-glass  contraction.  Others  have 
used  the  same  method,  substituting  a fine  lead  wire  in  the  centre  of  the 
bougie  for  the  bismuth. 

It  is  obvious  however  that  all  these  methods  are  open  to  so  many  fallacies 
that  they  cannot  be  looked  upon  as  more  than  mere  accessory  methods  in 
difficult  cases,  where  an  exploratory  dperation  is  not  yet  deemed  advisable. 
None  of  the  methods  involving  the  passage  of  an  instrument  are  permissible  if 
there  be  any  suspicion  of  ulcer  or  even  of  an  actively  ulcerating  growth,  and 
thus  their  applicability  is  still  further  limited. 


CHAPTER  XIII. 


INJURIES  OF  THE  STOMACH:  FOREIGN  BODIES: 

GASTROSTOMY. 

INJURIES  OF  THE  STOMACH. 

Injuries  of  the  stomach  may  be  caused  by  blows,  crushes,  stabs,  bullet 
wounds,  etc.,  and  vary  widely  in  their  results.  In  the  less  severe  cases 
there  is  only  a simple  contusion  of  the  stomach  wall ; in  others,  one  of 
the  coats  of  the  viscus  may  be  ruptured,  usually  the  peritoneal  covering. 
Finally,  there  may  be  a complete  rupture  of  the  stomach  wall  with 
extravasation  of  its  contents ; in  stabs  and  gunshot  wounds  there  is  usually 
perforation.  Contusions  of  the  stomach  give  rise  to  lesions  varying 
from  superficial  bruising  up  to  damage  severe  enough  to  end  in  local 
gangrene.  The  stomach  may  be  also  ruptured  partially  or  completely, 
the  rupture  being  more  likely  to  occur  when  the  stomach  is  distended 
than  when  it  is  empty. 

Perforations  vary  from  mere  punctures,  such  as  those  produced  by 
high  velocity  bullets  to  clean-cut  or  contused  wounds  of  varying  size. 
They  may  be  met  with  anywhere  in  the  organ  but  are  most  common 
on  the  lesser  curvature  in  the  neighbourhood  of  the  pylorus. 

When  the  opening  into  the  stomach  is  large  its  contents  escape 
freely  into  the  abdominal  cavity ; when,  however,  the  opening  is  small  this 
may  not  occur,  for  the  mucous  membrane  tends  to  prolapse  through  the 
opening  and  this  may  so  occlude  a small  wound  as  to  prevent  escape 
of  the  gastric  contents,  especially  if  the  organ  be  empty  at  the  time  of 
the  injury.  If  this  prolapse  be  slight,  so  that  the  mucous  membrane 
does  not  actually  project  into  the  abdominal  cavity,  localised  adhesive 
peritonitis  will  occur  around  the  opening  which  thus  becomes  adherent 
to  any  structure  situated  in  its  immediate  neighbourhood,  and  the  con- 
nection between  the  abdominal  cavity  and  the  interior  of  the  organ  is 
rapidly  shut  off  and  the  patient  may  recover. 

CLASSIFICATION.  — These  injuries  may  be  grouped  under  two 
headings  : 
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1.  Non-perforating  wounds,  in  which  the  mucous  membrane  of  the 
viscus  is  uninjured  and  which  vary  from  a simple  contusion  to  a partial 
rupture  of  the  gastric  coats  ; these  are  usually  accompanied  by  non- 
perforating injuries  of  the  abdominal  wall,  such  as  simple  contusions, 
but  occasionally  a non-perforating  wound  of  the  stomach  may  occur  in 
connection  with  a perforating  one  of  the  abdominal  wall  where  the 
injury  is  done  with  a blunt  instrument  the  chief  force  of  which  is  expended 
in  passing  through  the  muscles. 

2.  Perforating  wou?ids,  in  which  the  interior  of  the  stomach  communi- 
cates with  the  general  peritoneal  cavity.  These  again  may  be  subdivided 
into  {a)  injuries  accompanied  by  perforating  wounds  of  the  abdominal 
wall  and  {b)  those  occurring  independently  of  this  condition.  The  injuries 
are  not  necessarily  limited  to  the  stomach  itself ; in  gunshot,  sword 
wounds  and  others,  the  pancreas,  the  liver  or  the  spleen  is  frequently 
injured  at  the  same  time. 

SYMPTOMS.  Of  non-perforating  injuries  of  the  stomach 
and  abdominal  wall. — It  is  often  extremely  difficult  to  separate  the 
symptoms  due  to  injury  to  the  abdominal  wall  from  those  of  the  simpler 
forms  of  injury  of  the  stomach.  Hgematemesis  and  melfena  may  be 
present  but  they  do  not  indicate  with  any  exactitude  the  nature  of  the 
injury  to  the  stomach.  There  is  usually  great  shock  from  injury  to  the 
solar  plexus  when  the  stomach  is  damaged  and,  if  this  be  prolonged  and 
if  the  local  pain  become  more  intense  and  the  vomiting  persist,  a severe 
contusion  of  the  stomach  is  most  probable.  This  will  gradually  pass  off 
in  the  course  of  three  or  four  days  unless  the  injury  be  so  severe  as  to 
lead  to  local  gangrene,  when  all  the  severe  symptoms  will  persist  and 
will  be  followed  at  the  end  of  a week  or  ten  days  by  symptoms  either 
of  sudden  perforation  or  of  a gradually  spreading  peritonitis. 

Of  perforating  wounds  of  the  stomach  unaccompanied  by 
a perforating  wound  of  the  abdominal  wall. — In  some  cases  the 
diagnosis  is  simple,  in  others  it  is  extremely  difficult.  Should  there  be 
free  communication  between  the  stomach  and  the  abdominal  cavity,  gas 
will  find  its  way  into  the  peritoneum ; this  very  important  symptom 
shows  itself  by  distension  of  the  abdomen  and  tympanites  accompanied 
by  distinct  decrease  of  the  liver  dulness.  There  is  also  extreme  collapse, 
a very  rapid  pulse,  a peculiar  anxious  countenance  and  great  rigidity  of 
the  abdominal  muscles.  The  temperature  is  sub-normal,  the  breathing  is 
entirely  thoracic  and  the  skin  is  cold ; there  is  marked  hsematemesis. 

When  however  the  rupture  of  the  stomach  is  quite  small,  is  situated 
on  the  posterior  surface,  ' or  take's  place  during  fasting,  the  symptoms 
may  be  slight  until  acute  peritonitis  sets  in.  An  important  help  here  in 
arriving  at  a correct  estimation  of  the  state  of  affairs  is  the  .condition'  of 
the  stomach  at  the  time  of  the  injury ; suspicion . of  rupture  will  be 
aroused  if  the  accident  has  occurred  after  a full  meal  and  especially  if 
there  be  also  blood-stained  vomiting,  marked  thoracic  breathing  and  an 
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amount  of  collapse  out  of  all  proportion  to  the  abdominal  injury.  If 
this  condition  continues  and  if  the  pulse  becomes  rapid  and  the  abdomen 
distended  as  well  as  tender,  the  suspicion  will  become  almost  a certainty. 
Later  on  the  liver  dulness  becomes  obliterated  from  the  presence  of  free 
gas  in  the  abdomen,  the  pain  is  greatly  increased  and  persistent  vomiting 
occurs  as  peritonitis  sets  in.  When  there  is  any  doubt  it  is  much  wiser 
to  make  a small  incision  in  the  epigastrium  to  ascertain  the  exact  con- 
dition of  affairs  than  to  watch  the  patient  until  the  diagnosis  is  certain  ; 
by  that  time  the  peritonitis  which  follows  these  accidents  will  have  become 
too  extensive  to  be  successfully  treated. 

In  order  to  overcome  this  difficulty  in  diagnosis  it  has  been  suggested 
to  inflate  the  stomach  and  so-  to  ascertain  whether  air  passes  freely  into 
the  abdominal  cavity.  This  however  is  an  extremely  dangerous  plan  unless 
practised  after  the  abdomen  has  been  opened,  as  it  is  sure  to  force  out 
the  contents  of  the  stomach  into  the  peritoneal  cavity  and  may  do  an 
infinity  of  harm. 

It  sometimes  happens  that  these  abdominal  injuries  are  accompanied 
by  laceration  of  some  of  the  large  vessels  in  the  greater  curvature  or  the 
omentum.  The  surgeon  has  then  to  make  the  diagnosis  between  a rupture 
of  the  stomach  and  internal  hsemorrhage  ; this  is  a matter  of  vital  importance 
as  the  latter  condition  demands  immediate  laparotomy  if  life  is  to  be  saved. 
This  question  is  more  appropriately  discussed  in  connection  with  injuries 
of  the  intestine  (see  Chap.  XVI ). 

Of  perforating-  wounds  of  the  stomach  accompanied  by  a 
perforating  wound  of  the  abdominal  wall,— Here  there  is  much 
less  likelihood  of  making  a mistake  in  the  diagnosis.  There  is  already  a 
wound  in  the  abdominal  wall,  and  the  only  point  to  settle  is  whether  there 
is  a similar  damage  to  the  stomach.  Any  suspicion,  such  as  would  be 
aroused  by  the  symptoms  detailed  above,  can  easily  be  verified  by  enlarging 
the  abdominal  wound,  when  the  condition  will  be  evident  at  once.  The 
proper  examination  and  treatment  of  the  wound  in  the  abdominal  wall 
almost  certainly  necessitates  an  anaesthetic  in  any  case  and  very  little  more 
manipulation  is  necessary  in  order  to  settle  the  diagnosis. 

TREATMENT.  Of  non-perforating  wounds  accompanied  by 
a contusion  of  the  abdominal  wall. — When  there  is  no  wound  in 
the  abdominal  wall  and  the  symptoms  do  not  clearly  indicate  perforation, 
the  surgeon  may  be  justified  in  waiting  for  a few  hours  to  watch  the  course 
of  events.  The  patient  should  be  put  to  bed  at  once,  surrounded  by  hot 
bottles  and  warmly  covered  so  as  to  diminish  the  shock.  The  knees  should 
be  flexed  over  a pillow  and  the  thorax  slightly  raised  so  as  to  relax  the 
tension  of  the  abdominal  muscles.  A large  flat  ice-bag  (see  Fig.  48)  applied 
to  the  epigastric  region  may  help  to  control  the  vomiting  if  this  be  severe. 
Nothing  whatever  should  be  given  by  the  mouth,  but  a hot  enema  containing 
beef  tea,  brandy,  and  half  an  ounce  of  strong  coffee  should  be  administered. 
Strychnine  (iTv.)  may  be  injected  hypodermically  if  the  .shock  be  pro- 
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found,  but  no  morphine  should  be  given  until  it  has  been  settled  whether 
the  wound  is  a perforating  one  or  not.  In  adopting  treatment  it  should 
always  be  remembered  that  after  blows  upon  the  epigastrium  the  stomach 
is  not  the  only  organ  that  may  be  injured.  Various  other  structures, 
such  as  the  first  part  of  the  duodenum,  the  pancreas,  liver,  gall  bladder,  etc., 
may  suffer,  and  the  surgeon’s  attention  should  not  be  directed  solely  to 
ascertaining  the  condition  of  the  stomach.  Should  no  perforation  have 
occurred,  the  symptoms  will  subside  gradually  and  the  patient  will  be  well 
in  from  4 to  7 days. 


Fio.  48. — Mkthod  of  API-lying  an  Ice-Hag. — A large  flat  ice-bag  is  slung  from  a 
cradle  and  re.sts  upon  a double  fold  of  lint  next  the  skin. 

Of  perforating  wounds  of  the  stomach  accompanied  by 
a contusion  of  the  abdominal  wall. — An  immediate  exploratory  laparo- 
tomy should  be  done  without  hesitation  in  all  cases  of  contusion  of  the 
abdomen  where  the  symptoms  point  strongly  to  the  occurrence  of  a rupture 
of  the  stomach  and,  moreover,  it  should  be  done  after  the  lapse  of  a few 
hours  in  the  cases  in  which  a contusion  of  the  abdominal  wall  is  accompanied 
by  slight  and  equivocal  symptoms  of  stomach  injury  which  steadily  increase 
in  severity ; that  is  to  .say,  if  after  the  lapse  of  two  or  three  hours  the 
collapse  shows  no  signs  of  improvement  under  treatment,  while  the  abdo- 
minal rigidity  and  distension  increase,  and  particularly  if  there  be  signs  of 
gas  free  in  the  abdomen,  no  further  delay  is  permissible  and  the  abdomen 
should  be  opened  in  the  middle  line.  Even  if  no  injury  be  found,  the 
patient  will  be  none  the  worse  for  the  operation,  while,  if  the  stomach  be 
ruptured,  the  operation  may  be  the  means  of  saving  life. 

Operation. — The  most  energetic  measures  must  be  take7i  against  shock, 
not  the  least  of  which  is  rapidity  of  operating  in  a room  that  should  be 
warmed  to  a temperature  of  7o°-75°  F.  This  question  has  been  gone 
into  fully  in  connection  with  exploratory  laparotomy  for  abdominal  con- 
tusions (see  p.  177)  and  the  remarks  made  there  apply  fully  to  the  cases 
under  consideration. 

The  mcision  should  be  made  in  the  usual  manner  (see  p.  188)  about 
an  inch  to  the  left  of  the  middle  line,  reaching  from  the  neighbourhood 
of  the  xiphoid  cartilage  nearly  to  the  umbilicus.  As  a rule  blood  and  gas 
will  be  apparent  immediately  the  peritoneum  is  opened  if  the  stomach  be 
ruptured.  In  any  case,  retraction  of  the  abdominal  wound  will  render  the 
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nature  of  the  case  evident  at  once.  If  a rupture  be  found,  the  treatment 
has  two  main  objects — in  the  first  place,  to  prevent  further  extravasation  and 
to  repair  the  rent  in  the  gastric  wall,  and  secondly,  to  remove  the  extravasated 
contents  from  the  abdominal  cavity.  As  a rule  it  is  better  to  proceed 
with  the  second  object  first  and  to  leave  the  repair  of  the  stomach  until 
this  has  been  accomplished,  as  it  is  quite  easy  to  temporarily  prevent 
further  escape  of  contents,  whilst  the  longer  the  extravasated  material 
remains  in  the  peritoneal  cavity  the  greater  is  the  patient’s  danger. 

Removal  of  the  extravasated  gastric  contents. — The  edges  of  the 
abdominal  incision  are  widely  retracted,  while  the  rent  in  the  stomach  is 
covered  with  gauze  and  grasped  by  an  assistant  so  as  to  close  it  temporarily 
and  prevent  further  extravasation.  The  steps  for  the  removal  of  the  extra- 
vasated material  will  vary  somewhat  according  to  the  amount  that  has  escaped. 

Should  the  escape  of  gastric  contents  be  quite  small,  so  that  only  the 
neighbourhood  of  the  rent  is  soiled,  as  is  likely  to  be  the  case  when  the 
opening  is  small  and  the  stomach  is  empty,  all  that  is  necessary  is  to 
mop  up  the  extravasated  material  systematically  and  thoroughly  with  pads  of 
wool  or  fine  sponges  wet  with  hot  normal  saline  solution.  This  should 
be  done  extremely  carefully,  and  no  rough  handling  is  permissible ; unduly 
vigorous  manipulation  defeats  its  own  ends  as  it  damages  the  epithelial 
lining,  and  may  actually  rub  infective  material  into  it.  The  surface  should 
be  gently  dabbed  rather  than  roughly  sponged.  When  all  visible  extravasated 
material  has  been  removed,  the  parts  are  gone  over  again  with  a fresh 
sponge  dripping  with  saline  solution,  and  the  area  is  once  more  cleansed. 
All  recesses  and  folds  should  be  gently  opened  up  in  order  to  facilitate  this 
cleansing,  but  nothing  like  widespread  separation  of  coils  of  intestine  should 
be  practised  as,  in  cases  of  a small  localised  extravasation,  any  attempt  to 
thoroughly  irrigate  the  abdominal  cavity  would  be  likely  to  do  actual  harm, 
as  the  fluid  might  disseminate  the  extravasated  material  widely  over  the 
intestines  into  situations  from  which  it  could  not  easily  be  removed.  It 
is  well,  after  having  cleansed  the  affected  area  in  this  manner,  to  bring  the 
entire  stomach,  great  omentum  and  transverse  colon  out  through  the 
abdominal  incision,  and,  packing  them  round  in  all  directions  with 
abdominal  cloths  (see  p.  177)  so  as  to  shut  off  the  rest  of  the  peritoneal 
cavity,  to  go  over  these  structures,  the  great  omentum  especially,  a second 
time  with  special  care.  Solid  particles  very  readily  adhere  to  the  omentum 
and  are  removed  from  it  with  difficulty.  An  excellent  plan  for  dislodging 
them  is  to  sluice  considerable  quantities  of  hot  normal  saline  solution  at 
a temperature  of  105°  F.  over  the  omentum,  and  so  to  wash  away  any 
foreign  particles  mechanically;  the  omentum  being  outside  the  abdominal 
cavity,  all  risk  of  contamination  is  avoided.  If  there  be  any  doubt  as  to 
whether  the  extravasation  be  localised  or  not,  it  is  well  to  flush  out  the 
abdominal  cavity  after  all  the  above  steps  have  been  taken. 

When  it  is  evident  that  the  entire  peritoneal  cavity  ■ has  probably  become 

soiled  by  the  stomach  contents,  as  is  most  likely  to  occur  with  a wide  rent 
PT.  VI.  o 
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in  a previously  full  stomach,  it  is  obviously  impossible  to  remove  the  foreign 
material  in  this  manner  within  anything  like  reasonable  time,  and,  therefore, 
recourse  must  be  had  to  irrigation.  The  abdominal  incision  should  be 
enlarged  freely  so  as  to  get  complete  and  easy  access  to  all  parts  of  the 
abdomen,  and  the  irrigation  is  performed  with  normal  saline  solution, 
which  should  be  used  in  large  quantities  at  a temperature  of  105°  F. 

When  there  is  much  solid  matter  extravasated  in  the  abdomen,  how- 
ever, it  is  a useful  precaution  to  mop  out  very  gently  the  flanks,  Douglas’s 
pouch,  and  the  interval  between  the  stomach  and  the  liver,  with  large 
soft  wool  pads  before  proceeding  to  employ  irrigation  ; this  should  be 
done  not,  as  is  frequently  tbe  case,  by  mounting  these  pads  upon 
sponge-holders  and  thrusting  them  down  amongst  the  intestines  in  the 
desired  direction,  and  then  rotating  and  withdrawing  them,  but  the 
areas  that  it  is  desired  to  clean  should  be  opened  up  by  separating 
the  intestines  with  one  hand,  and  the  mopping  should  be  carefully  done 
with  the  pad  held  in  the  other  hand.  It  is  quite  useless  to  expect  satis- 
factory cleansing  of  the  peritoneum  by  simply  plunging  sponges  in  amongst 
the  intestines.  Not  only  do  they  scrape  the  peritoneum  as  they  pass 
to  their  destination,  but  the  materials  taken  up  on  the  sponge  become  wiped 
off  against  the  intestinal  coils  as  they  are  withdrawn,  and  the  whole 
process  is  nullified.  Cotton-wool  mops  are  taken  and  the  area  immediately 
adjacent  to  the  rent  is  gently  and  rapidly  cleaned  up  {vide  supra),  and  then 
the  stomach  (the  rent  in  which  is  temporarily  occluded  by  an  assistant),  the 
transverse  colon  and  the  omentum  are  turned  out  upon  abdominal  cloths 
and  similarly  treated,  after  which  they  are  raised,  the  transverse  meso-colon  is 
separated  from  the  rest  of  the  intestines  and  the  space  beneath  it  cleansed. 
The  intestines  are  next  displaced  from  one  flank  by  an  assistant  and  the 
surgeon  then  mops  up  that  area  carefully  and  systematically,  after  which  a 
like  procedure  is  carried  out  on  the  other  side,  while  finally  the  intestines 
are  lifted  up  out  of  Douglas’s  pouch,  which  is  similarly  treated.  Finally  as 
many  of  the  coils  as  may  be  necessary  are  separated  from  each  other 
and  held  apart  and  the  same  treatment  adopted  here.  The  operation  is 
completed  by  flushing  out  the  abdomen. 

If  an  irrigating  apparatus  be  at  hand,  it  may  be  employed ; failing 
this,  the  fluid  may  be  poured  from  a jug.  The  assistant  raises  and  holds 
apart  the  cut  edges  of  the  abdominal  wall  so  as  to  make  the  abdominal 
cavity  contain  as  much  fluid  as  possible,  and  a stream  of  the  saline  solution 
is  then  projected  into  it  with  some  little  force.  When  the  abdomen  is 
full,  the  hand  introduced  amongst  the  intestines  separates  them  in  various 
directions  so  as  to  facilite  the  access  of  the  fluid,  which  is  allowed  to  overflow 
from  the  abdominal  wound  and  is  conducted  by  properly  arranged  mackin- 
toshes into  a suitable  receptacle.  There  are  certain  situations  to  which 
particular  attention  must  be  directed,  and  while  the  stream  of  solution  is 
directed  upon  them  with  one  hand,  the  coils  of  intestines  are  separated 
with  the  other,  so  as  to  open  up  all  recesses  and  to  enable  the  particles 
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to  be  mechanically  dislodged  and  carried  away.  The  chief  of  these  are  the 
region  between  the  stomach  and  the  liver,  the  flank  on  either  side,  and 
Douglas’s  pouch,  as  in  these  directions  the  more  solid  particles  will 
gravitate  and  lodge.  The  irrigation  should  be  continued  until  a large 
quantity  of  fluid  (lo  to  i6  pints)  has  been  used.  The  assistant  then  lets  go 
the  edges  of  the  incision  and  the  bulk  of  the  fluid  escapes  from  the  abdomen. 

Should  there  be  a 'very  extensive  rupture  of  the  stomach  so  that  the 
whole  peritoneal  surface  is  soiled,  and  should  some  considerable  time 
have  elapsed  between  the  injury  and  the  operation,  acute  septic  general 
peritonitis  will  be  actually  in  progress  and  the  best  treatment  then  is, 
instead  of  mopping  up  the  peritoneal  cavity  systematically,  to  increase  the 
abdominal  incision  so  that  it  reaches  almost  from  the  umbilicus  to  the 
pubes  and  to  turn  the  whole  of  the  intestines  bodily  out  of  the  abdominal 
cavity  on  to  hot  cloths  spread  on  the  abdomen  to  receive  them.  This 
empties  the  abdominal  cavity,  which  can  be  mopped  up  and  flushed  out 
extremely  rapidly,  Douglas’s  pouch  and  the  lumbar  region  being  thus  ren- 
dered perfectly  accessible.  Moreover  it  has  the  additional  advantage  that 
the  coils  of  intestine  may  be  laid  out  upon  the  cloths  on  the  front  of  the 
abdomen  and  examined  coil  by  coil  with  great  rapidity,  being  flushed  with 
hot  normal  saline  solution  under  fair  pressure  from  the  nozzle  of  an  irrigator 
as  this  is  done.  All  foreign  material  is  thus  removed  and  solid  particles  are 
caught  upon  the  abdominal  cloths  as  they  are  washed  off  the  intestines  and 
are  thus  not  likely  to  infect  other  portions  of  the  peritoneum.  The  whole 
operation  of  evisceration  can  be  done  extremely ' rapidly  and,  if  hot  saline 
solution  (105°  F.)  be  used  for  the  flushing,  it  does  not  seriously  add  to  the 
shock,  while  it  facilitates  the  procedure  enormously.  If  the  surgeon  be 
frightened  at  the  severity  of  the  collapse  previous  to  the  operation  and  hurries 
unduly  over  the  cleansing  of  the  abdomen  or  performs,  it  in  a prefunctory 
manner,  he  will  lose  patients  who  might  otherwise  be  saved  by  a rather  more 
thorough  and  deliberate  procedure.  There  can  be  no  doubt  that  this  method 
of  evisceration  does  add.  to  the  shock  to  some  extent,  although  we  think  not 
so  largely  as  has  been  said ; but  against  this  it  must  be  urged  that  these 
patients  are  the  subjects  of  commencing  peritonitis,  that  they  are  otherwise 
almost  certain  to  die  of  peritonitis  in  a day  or  two  and  that  this  method  offers 
them  practically  the  only  chance.  No  other  method  is  likely  to  succeed  in 
removing  the  general  infection  that  is  present,  and  to  refrain  from  evisceration 
under  these  circumstances  is  to  withhold  from  the  patient  the  only  chance 
of  recovery  that  he  otherwise  would  have. 

W'e  do  not  wish  to  imply  that  evisceration  should  be  practised  in  all  cases 
of  infection  of  the  general  peritoneal  cavity.  When  lymph  has  not  yet  been 
effused,  when  there  are  no  adhesions  of  adjacent  coils  of  intestine  and  when 
the  food  in  the  peritoneal  cavity  is  of  a fluid  nature  and  does  not  contain 
large  solid  lumps  and  masses,  the  procedures  already  detailed  (pide  supra) 
will  probably  do  all  that  is  required  and  certainly  with  less  shock.  Where 
however  there  is  active  adhesive  peritonitis,  and  where  therefore  fluid  cannot 
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penetrate  freely  to  all  parts  and  where  solid  masses  of  potato,  meat,  etc.,  are 
met  with  in  the  abdomen  which  are  not  likely  to  escape  with  the  fluid  used 
for  flushing,  the  more  thorough  method  of  cleansing  by  evisceration  must 
be  employed. 

Repair  of  the  injury  to  the  stomach. — After  having  thus  dealt  with  the 
escape  of  the  gastric  contents,  attention  should  be  turned  to  the  repair 
of  the  primary  injury  in  the  stomach.  Before  the  assistant  delivers  over 
the  wounded  area  that  he  has  been  temporarily  compressing  during  the 
preceding  stage  of  the  operation,  the  stomach  is  brought  well  out  through 
the  abdominal  wound  and  is  isolated  from  the  rest  of  the  peritoneal  cavity 
by  packing  sterilised  abdominal  cloths  (see  p.  177)  around  and  beneath 

it  so  as  to  prevent  the  possibility  of  any  of  the  contents  finding  their 

way  into  the  abdomen.  Before  actually  proceeding  to  deal  with  the 
wound,  it  is  well  to  remove  the  remaining  contents  of  the  stomach  if 
there  be  any  considerable  quantity  left,  and  to  inspect  both  the  interior 
of  its  cavity  and  its  posterior  wall  in  order  to  make  sure  that  no  wound 

has  occurred  elsewhere  in  the  organ.  The  contents  of  the  stomach  are 

easily  removed  either  by  sponges  or  by  siphoning  them  off  with  a large 
tube,  and  the  posterior  wall  can  be  examined  by  the  finger  or  by  actual 
inspection ; if  necessary  the  wound  in  the  anterior  wall  should  be 
enlarged  for  the  purpose.  This  latter  step  is  indeed  generally  necessary 
in  the  form  of  injury  of  which  we  are  now  speaking. 

The  actual  treatment  of  the  wound  in  the  stomach  wall  will  vary 
according  to  circumstances.  In  most  cases  it  will  be  necessary  to  excise 
the  torn  edges  of  the  wound  which  might  otherwise  slough  and  lead  to 
fatal  perforation.  Indeed  we  should  say  that,  with  the  exception  of  clean- 
cut  wounds,  it  is  seldom  advisable  to  suture  the  opening  without  a 
previous  paring  of  its  edges.  The  amount  of  tissue  removed  must  be 
determined  by  the  sl\ape  of  the  rent  and  the  apparent  damage  done  to 
its  edges.  As  a rule  a very  small  portion  will  suffice,  but  there  need  be  no 
hesitation  in  removing  as  much  as  may  be  thought  desirable,  as  there  is 
fortunately  plenty  of  room  in  the  case  of  the  stomach.  Paring  the  edges  is 
best  performed  with  a pair  of  blunt-pointed  curved  scissors  and  is  some- 
times accompanied  with  fairly  free  haemorrhage,  which  however  is  generally 
mere  oozing  easily  arrested  by  suturing  the  edges ; all  that  is  necessary 
is  to  put  on  a few  temporary  clamps  until  this  is  done.  The  next  step 
is  to  sew  up  the  incision  and  this  may  be  done  in  various  ways.  The 
assistant  should  grasp  each  extremity  of  the  incision  between  the  thumb 
and  forefinger  of  one  hand  and  raise  the  whole  line  of  incision  somewhat, 
so  as  to  prevent  the  escape  of  any  stomach  contents  during  suture  and 
at  the  same  time  to  steady  the  stomach  walls.  This  also  serves  to  keep 
the  length  of  the  incision  constant  and  prevents  the  surgeon  from  pursing 
up  the  wound  with  his  suture.  The  actual  suture  itself  may  be  performed 
in  several  ways.  The  most  rapid  method  where  time  is  of  importance  is 
to  close  the  wound  by  two  continuous  sutures,  one  deep  and  the  other 
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superficial.  The  deep  one  is  first  introduced  and  should  take  up  all  the 
coats  on  each  side  (see  Fig.  49)  ; this  is  a very  useful  method  of  checking 
the  oozing  from  the  cut  mucous  membrane.  It  sometimes  happens  that 
the  latter  structure  tends  to  prolapse  through  the  opening  as  the  surgeon 
is  sewing  it  up,  especially  when  the  opening  is  small.  If  this  hinders 
the  suture  at  all  there  need  be  no  hesitation  in  snipping  away  the  redundant 


A 


Fig.  49. — Method  of  Suturing  a Wound  of  the  Stomach.  In  A is  shown  the 
method  of  holding  the  edges  of  the  wound  together  while  the  deep  suture  is  made  to  take 
up  all  the  coats  on  each  side.  The  stomach  wound  is  packed  off  by  abdominal  clotbs. 

B shows  the  deep  suture  in  process  of  being  buried  by  the  superficial  running  stitch 
taking  up  the  serous  and  muscular  coats  only. 

portion  with  scissors.  This  deep  suture  shuts  off  the  gastric  cavity  and 
all  that  is  necessary  is  to  insert  outside  this  a second  continuous  running 
stitch  of  fine  silk  taking  up  merely  the  serous  and  muscular  coats  on 
each  side  and  commencing  about  a sixth  of  an  inch  external  to  the 
deeper  one  and  extending  a good  half  inch  or  more  beyond  it  at  each 
extremity,  so  as  to  invaginate  and  bury  the  deeper  suture  by  approximating 
the  peritoneal  surfaces  over  it.  This  is  a form  of  Lembert’s  suture. 

Lemhert's  suture. — By  I>embert’s  suture  (see  Fig.  50)  is  meant  one 
passing  through  the  serous  and  muscular  coats  only  on  each  side  of  the 
wound ; it  does  not  enter  the  lumen  of  the  bowel.  The  needle  is  introduced 
through  the  muscular  coat  a little  away  from  the  edge  of  the  wound  and  is 
made  to  emerge  immediately  external  to  it,  thus  taking  up  a small  portion 
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of  the  serous  and  muscular  coats.  It  is  then  introduced  close  to  the  edge 
of  the  wound  on  the  opposite  side,  passed  through  the'  serous  and  muscular 
coats  as  before  and  brought  out  a short  distance  (an  eighth  of  an  inch) 
beyond  that.  The  result  is  that  the  free  edges  of  the  wound  are  tucked  in 
when  the  ligature  is  tied  and  a certain  breadth  of  the  peritoneal  coats  on 


Fig.  50. — Continuous  Lembert  Suture.  The  sketch  shows  how  the  needle  (which 
only  passes  through  the  serous  and  muscular  coats)  is  inserted  with  regard  to  the  edges  of 
the  wound.  It  also  shows  how  the  latter  become  inverted  when  they  are  approximated. 

opposite  sides  of  the  wound  is  approximated.  In  applying  the  suture  the 
needle  must  not  be  entered  too  far  away  from  the  cut  edge  as  otherwise  a 
considerable  portion  of  the  muscular  coat  is  included  and  there  is  a corre- 
sponding diminution  in  the  lumen  of  the  viscus. 

I.embert’s  sutures  were  originally  interrupted  ones,  but  his  principle  of 
taking  up  only  the  sero-muscular  coats  is  now  applied  in  the  form  of  a 
continuous  suture  which  is  either  a button-hole  or  a simple  running  stitch. 
As  the  continuous  running  suture  is  drawn  tight  it  is  apt  to  pucker  up  the 
intestine  and  it  is  therefore  well  never  to  make  this  suture  of  too  great  a 
length ; after  the  first  inch  or  inch  and  a half  it  should  be  tied  and  another 
begun  so  as  to  avoid  puckering.  With  a button-hole  suture  as  for  the 
skin  (see  Part  I.,  p.  158)  the  puckering  is  not  nearly  so  great,  but  at  the 
same  time  great  care  is  required  to  see  that  the  suture  is  drawn  sufficiently 
tight  as  otherwise  the  approximation  will  be  imperfect.  These  sutures  may 
be  introduced  with  either  a curved  or  a straight  needle.  If  the  surgeon  be 
working  in  the  interior  of  the  abdomen  a curved  needle  will  be  found  more 
suitable,  the  particular  curve  depending  upon  the  part  sutured ; for  the 
mucous  membrane  a fully  curved  needle  is  usually  best ; one  with  a smaller 
curve  will  be  found  more  convenient  when  Lembert’s  sutures  are  being  put 
in.  When  the  suturing  is  done  outside  the  abdominal  cavity,  it  is  much 
more  rapidly  and  conveniently  done  with  a straight  spring-eyed  needle,  which 
can  be  obtained  of  any  draper. 

The  material  for  the  suture  may  be  either  fine  catgut  or  silk.  It  is  really 
not  a matter  of  any  consequence.  When  we  are  employing  a double  suture, 
the  inner  to  unite  the  cut  edges,  with  a Lembert’s  suture  outside,  we  use 
catgut  for  the  former  because  it  is  more  easily  absorbed  and  the  portions 
will  soon  drop  off  into  the  intestinal  cavity;  for  the  Lembert  suture  we  use 
fine  silk,  wffiich  is  not  nearly  so  rapidly  absorbed  ; this  is  how’ever  more  a 
matter  of  habit  than  one  of  real  importance. 
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Another  method  which  we  often  employ  and  which  is  very  satisfactory 
giving  a firm  line  of  union  but  requiring  somewhat  more  time  for  its  per- 
formance, is  to  make  the  deeper  row  of  sutures  the  so  called  Halsted's  mattress 
stitches  of  catgut  inserted  as  shown  in  Fig.  51  by  a straight  needle  threaded 
to  each  end  of  the  suture.  A sufficient  number  of  these  stitches  are  inserted 
and  tied  and  their  effect  is  to  invert  the  cut  edges  and  to  approximate  the 
peritoneal  surfaces  to  one  another  on  either  side  over  an  area  of  about  a 
quarter  of  an  inch  in  length.  This  deep  layer  of  sutures  is  then  reinforced 
by  a second  or  superficial  suture  of  fine  silk,  which  may  either  be  the 
ordinary  continuous  running  suture  previously  described  or  the  button- 
hole stitch  similar  to  that  employed  for  skin  wounds  (see  Part  I.,  p.  158). 
The  latter,  although  taking  somewhat  longer  to  insert,  secures  better 
approximation  of  the  peritoneal  surfaces  and  is  quite  easy  to  introduce 
in  the  particular  organ  we  are  considering,  while  at  the  same  time  it 


Fig.  51. — Halsteu's  Intestinal  Suture.  Each  end  of  the  suture  is  threaded  on  a 
separate  needle.  Each  needle  is  then  inserted  as  shown  in  the  sketch,  and  the  two  ends 
of  the  suture  are  pulled  upon  and  tied  ; this  causes  a fairly  wide  approximation  of  the 
serous  coat,  and  a good  reliable  stitch.  The  needles  only  take  up  the  serous  and 
muscular  coats.  The  suture  is  necessarily  an  interrupted  one.  Compare  also  Fig.  58. 


does  not  run  any  risk  of  puckering  up  the  incision.  This  continuous 
suture  is  commenced  and  finished  well  beyond  the  extremities  of  the  deep 
one. 

Closure  of  the  abdominal  wound. — Nothing  now  remains  but  to  mop 
up  the  anterior  surface  of  the  stomach  carefully,  to  repair  any  other 
wound  that  may  be  found  in  a similar  manner  and  then  to  remove  the 
abdominal  cloths  and  drop  the  stomach  back  into  the  abdominal  cavity. 
It  is  well,  immediately  before  proceeding  to  close  the  latter,  to  fill  it  up 
afresh  with  as  much  hot  normal  saline  solution  (105°  F.)  as  it  will 

hold ; this  may  be  poured  in  from  a large  jug.  The  abdomen  is  then 

closed  in  the  usual  way,  but  in  doing  it  the  very  important  question 
will  arise  as  to  whether  drainage  should  be  practised.  Experience  has 
shown  that  many  cases  do  extremely  well  without  any  drainage  whatso- 
ever and,  if  the  surgeon  be  fairly  sure  of  having  removed  all  the  infective 

material,  e.specially  if  the  area  of  extravasation  be  small  and  the  wall  of 
the  stomach  be  healthy,  the  abdominal  cavity  may  be  safely  closed 
without  drainage.  On  the  other  hand,  where  there  is  doubt  there  is  no 
particular  objection  to  the  introduction  of  a drainage  tube  through  the 
abdominal  wall,  which  should  pass  down  to  the  neighbourhood  of  the 
opening  in  the  stomach  and  should  be  packed  around  with  a little  gauze, 
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so  as  not  only  to  drain  the  part  but  also  to  promote  adhesions  around 
and  so  to  shut  off  the  drained  area  from  the  general  peritoneal  cavity, 
'rhis  is  particularly  useful  when  there  is  any  doubt  as  to  the  vitality  of 
the  stomach  wall  in  the  neighbourhood  of  the  rent  and  where  therefore  a 
safe  track  is  provided  should  perforation  subsequently  occur.  It  can  be 
only  in  this  way  that  drainage  is  likely  to  be  of  any  use.  A tube  inserted 
into  Douglas’s  pouch  or  even  into  each  flank  can  only  have  quite  a local 
action,  as  its  presence  leads  to  early  adhesion  of  the  intestines  around  it 
which  shuts  off  the  rest  of  the  peritoneal  cavity  from  its  influence.  As 
a matter  of  fact  the  surgeon  must  rely  for  the  prevention  of  septic  peri- 
tonitis entirely  upon  the  thoroughness  with  which  he  removes  the  extravasated 
material  at  the  time  of  the  operation,  and  the  only  field  for  drainage  is 
to  provide  a safe  exit  for  a possible  perforation  after  the  operation.  If 
portions  of  the  gastric  contents  remain  behind,  the  patient  will  certainly  die 
of  peritonitis,  and,  unless  the  conditions  be  such  that  thorough  cleansing  can 
be  obtained,  it  is  better  to  do  no  operation  at  all. 

Should  no  perforation  be  found  and  should  there  be  no  intra-peritoneal 
hsemorrhage  from  rupture  of  one  of  the  abdominal  organs,  the  first  part 
of  the  duodenum  should  be  examined  before  the  abdominal  wound  is 
closed  and  the  condition  of  the  posterior  wall  of  the  stomach  should  also 
be  ascertained,  as  injuries  may  occur  in  this  situation  from  severe  blows 
on  the  epigastrium  without  any  wound  of  the  anterior  wall  of  the  stomach. 

Of  perforating  wounds  of  the  stomach  accompanied  by  a 
perforating  wound  of  the  abdominal  wall. — In  civil  practice  when 
the  patient  is  under  suitable  conditions  it  may  be  laid  down  as  a general 
rule  that  wounds  of  the  abdominal  wall  over  the  region  of  the  stomach, 
whether  inflicted  by  knives  or  similar  instruments  or  the  result  of  a 
bullet  wound,  should  always  be  examined  at  once  and  the  condition  of 
the  stomach  ascertained.  The  abdominal  wall  should  be  thoroughly  dis- 
infected, the  wound  cleansed  and  if  necessary  enlarged  and  care  must  be 
taken  not  to  allow  the  antiseptic  to  run  into  the  abdominal  cavity. 
\Vhen  the  direction  of  the  wound  renders  it  probable  that  it  has  reached 
the  stomach,  the  question  will  arise  whether  it  is  better  to  enlarge  the 
existing  opening  in  order  to  examine  that  organ,  or  to  make  a fresh  vertical 
incision  in  the  usual  situation,  a little  to  the  left  of  the  middle  line.  If 
the  abdominal  wound  be  close  to  the  latter  it  should  be  enlarged,  but  if 
it  be  much  to  one  side  it  is  more  convenient  on  the  whole  to  make  a 
fresh  median  incision.  The  steps  of  the  operation  need  not  be  recapitulated 
here  (^ide  supra). 

The  treatment  of  the  injury  to  the  stomach  will  be  much  the  same 
as  for  the  cases  already  described  (pide  supra)  and  if  the  wound  has  been 
inflicted  with  a sharp  cutting  instrument  the  edges  will  be  probably  quite 
healthy  and  may  be  inverted  and  sutured  without  paring  the  edges.  If 
however  there  be  any  contusion  of  the  edges  the  margins  should  be  pared 
so  as  to  leave  clean-cut  healthy  surfaces.  In  gunshot  wounds  it  is 
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always  advisable  to  excise  the  track  of  the  bullet,  and  this  must  be  done 
more  freely  in  the  case  of  those  of  low  velocity  than  in  those  inflicted 
with  military  weapons  such  as  the  Mauser  rifle. 

The  question  of  drainage  will  be  determined  by  considerations  similar  to 
those  applying  to  the  cases  unaccompanied  by  a wound  of  the  abdominal 
wall  and  if  necessary  should  be  effected  in  the  same  manner  {vide  supra). 
With  regard  to  gunshot  injuries  of  the  abdomen  we  may  here  point 
out  the  advisability  of  avoiding  operations  in  many  cases  in  military 
practice,  but  in  civil  practice  we  do  not  think  that  the  old  rule  demand- 
ing immediate  operation  for  all  cases  of  suspected  injury  to  the  viscus 
need  be  departed  from ; the  case  can  be  attended  to  at  once,  and  every- 
thing that  is  needful  will  be  at  hand. 

After-treatment. — An  enema  containing  hot  coffee  (2  oz.),  brandy  (r  oz.), 
beef-tea  (i  oz.),  and  liq.  strychninje  ('tU  x),  and  an  injection  of  morphine 
should  be  given  as  soon  as  the  patient  recovers  from  the  anaesthetic,  and 
the  feeding  should  be  entirely  rectal  for  four  days  (see  p.  234).  There  is 
generally  very  distressing  thirst,  which  is  best  allayed  by  giving  daily  two 
or  three  enemata  containing  a pint  to  a pint  and  a half  of  normal  saline 
solution  at  the  body  temperature ; at  the  same  time  a little  ice  or  a very 
small  quantity  of  hot  water,  which  may  if  desired  contain  a little  brandy 
or  other  stimulant,  may  be  given  by  the  mouth  every  hour  if  it  does  not 
excite  nausea;  the  quantity  however  should  not  exceed  a teaspoonful  at 
a time.  Intra-venous  saline  infusions  will  be  required  if  the  shock  be 
intense  (see  Part  L,  p.  136). 

If  there  be  no  bad  symptoms  after  four  days  a small  amount  of 
peptonised  food  may  be  given  by  mouth ; half  an  ounce  at  a time  should 
be  given  every  three  hours  and  this  should  be  gradually  increased  in 

quantity  and  frequency  until,  in  about  ten  days  or  a fortnight,  the  patient 
may  be  allowed  semi-solid  food  in  gradually  increasing  quantities. 

As  a rule  these  patients  should  lie  upon  the  back  with  the  knees 
flexed  over  a pillow  and  the  thorax  slightly  raised  by  pillows  so  as  to 
relax  the  abdominal  muscles.  If  the  patient  cannot  rest  flat  on  the 

back  he  may  be  turned  a little  to  the  right  side  by  propping  up  the  left 

side  of  the  chest. 

Morphine,  preferably  hypodermically,  may  be  required  for  pain  or 
restlessness  during  the  first  three  or  four  days,  but  it  should  not  be 
employed  unless  it  is  distinctly  indicated,  as  it  disorders  the  digestion 
and  may  cause  much  trouble  with  the  bowels.  For  mere  restlessness> 
as  apart  from  pain,  such  drugs  as  the  bromides  of  ammonium  and 

potassium  and  chloral  hydrate  are  better  suited. 

d'he  question  of  the  bowels  must  be  very  carefully  considered.  It  is 
of  the  first  importance  that  no  flatulent  distension  should  be  permitted, 
as  the  union  of  the  wound  in  the  stomach  will  otherwise  be  seriously 
endangered.  Enemata  should  be  given  daily  after  the  first  24  hours 
and  if  they  bring  away  nothing  but  the  debris  of  the  nutrient  enemata,  a 
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drachm  of  turpentine  may  be  added  to  each.  On  the  fourth  day  an 
aperient  should  be  given  by  mouth  and  for  this  purpose  there  is  nothing 
better  than  five  grains  of  calomel. 

When  the  abdominal  wound  has  been  sutured  completely,  no  special 
after-treatment  is  required  in  respect  to  it ; no  pad  is  required  and  the 
patient  may  be  allowed  to  get  up  at  the  end  of  about  three  weeks 
wearing  a firm  abdominal  bandage,  which  should  be  continued  for 
about  two  months  after  the  operation.  When  drainage  has  been  employed 
however  there  will  be  a tendency  to  ventral  hernia  through  the  track  of 
the  tube.  This  may  be  prevented  to  a certain  extent  by  passing  sutures 
through  the  abdominal  wall  where  the  tube  emerges,  leaving  their  ends 
long  and  tying  them  when  the  tube  is  withdrawn,  so  as  to  produce  a 
minimum  of  healing  by  granulation.  It  is  nevertheless  well,  whenever 
drainage  has  been  employed,  to  make  the  patient  wear  a broad  abdominal 
bandage  fitted  with  a suitable  flat  pad  overlapping  the  cicatrix  in  all 
directions ; the  pad  must  not  be  conical  or  its  pressure  will  weaken  the 
scar  and  make  a hernia  certain. 


FOREIGN  BODIES  IN  THE  STOMACH. 

Foreign  bodies  in  the  stomach  are  very  common,  but  the  majority  are 
insignificant  and  cause  no  trouble ; they  find  their  way  along  the  alimentary 
canal  and  are  passed  per  rectum.  The  commonest  of  these  are  small  coins, 
buttons,  beads,  pins,  fruit-stones,  etc.  A rarer  but  much  more  important 
group  of  cases  are  the  large  foreign  bodies  which  have  been  swallowed 
by  accident  or  design ; toothplates,  knives,  forks,  etc.,  sometimes  lodge 
in  the  stomach,  and  in  women,  especially  lunatics  or  extremely  hysterical 
subjects,  balls  of  hair,  sometimes  of  enormous  size,  may  form  in  the  stomach 
as  the  result  of  the  practice  of  constantly  biting  the  ends  of  the  hair.  When 
a large  body  reaches  the  stomach  its  escape  may  be  prevented  because  its 
size  or  its  shape  renders  it  unable  to  pass  the  pylorus  or  because  it 
possesses  sharp  points  which  penetrate  the  stomach  walls  and  may  cause 
fatal  perforation. 

The  presence  of  a foreign  body  of  this  kind  is  usually  easily  recogised. 
In  the  first  place  the  history  of  the  case  is  often  quite  clear ; no  mistake  can 
well  be  made  when  the  patient  swallows  a toothplate  or  a public  performer 
swallows  a knife,  while  in  the  case  of  lunatics  the  history  is  also  usually  clear. 
In  addition  to  this,  there  are  the  local  symptoms  such  as  constant  pain  and 
tenderness  on  palpation,  and  sometimes  there  is  a swelling  to  be  felt  in  the 
stomach;  in  a large  number  of  cases  the  X-rays  will  determine  at  once 
the  existence  of  a foreign  body  and  its  situation. 

TREATMENT. — (a)  Of  small  smooth  bodies. — Small  foreign 
bodies,  such  as  those  usually  swallowed  by  children,  require  very  little 
in  the  way  of  treatment.  All  that  is  necessary  is  to  facilitate  their  passage 
through  the  pylorus  and  along  the  alimentary  canal.  For  this  purpose  it 
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has  long  been  the  custom  to  give  as  food  tenacious  substances,  such  as 
porridge,  thick  rice  pudding,  or  figs,  with  the  object  of  entangling  the 
foreign  body,  filling  up  any  crevices  in  it,  and  so  converting  it  into  a smooth 
object  which  can  pass  readily  along  the  alimentary  canal. 

(b)  Of  large  bodies.— When  the  body  is  too  large  to  pass  through 
the  pylorus,  it  will  give  rise  to  much  distress,  and,  if  it  should  possess 
sharp  points  or  edges,  there  is  very  serious  risk  of  ulceration  and  perforation  ; 
its  removal  is  therefore  urgently  called  for. 

Gastrotomy. — If  performed  as  soon  as  it  is  evident  that  the  foreign 
body  will  not  pass  safely  along  the  alimentary  canal,  gastrotomy  is  very  simple 
and  safe,  whereas,  if  it  be  delayed  until  the  foreign  body  has  set  up 

inflammatory  changes  in  the  stomach  wall,  the  risk  is  considerable.  An 

incision  should  be  made  a little  to  the  left  of  the  middle  line,  commencing 
about  the  tip  of  the  xiphoid  cartilage  and  running  down  vertically  for  about 
four  inches.  The  method  of  opening  the  abdomen  has  already  been 
described  (see  p.  188).  If  the  stomach  does  not  present  at  once  on  incising 

the  peritoneum  and  separating  the  edges  of  the  abdominal  wound,  all 

that  is  necessary  is  to  push  down  the  great  omentum  and  the  transverse 
colon,  when  the  stomach  will  come  into  view,  and  there  will  be  no  difficulty 
in  making  out  the  position  of  the  foreign  body.  The  stomach  should  now 
be  pulled  gently  out  of  the  wound  and  shut  off  from  the  rest  of  the 
abdominal  cavity  by  abdominal  cloths  (see  p.  177). 

The  next  step  is  to  open  the  stomach,  and  the  seat  of  election  for  this 
incision  is  on  the  anterior  surface  about  midway  between  and  parallel  to  the 
two  curvatures ; here  the  vessels  are  smallest,  and  there  is  consequently  less 
bleeding,  whilst  the  incision  lies  immediately  under  observation.  Should  a 
sharp  foreign  body  be  definitely  impacted  in  some  other  part  of  the  anterior 
wall  it  may  be  advisable  to  make  the  incision  directly  over  it.  The  opening 
should  be  free  enough  to  withdraw  the  foreign  body  without  stretching 
or  damaging  the  stomach  walls,  as  an  increase  in  the  length  of  the  scar 
is  of  no  consequence  in  comparison  with  the  risk  of  bruising  the  stomach. 
The  best  way  to  make  the  incision  is  to  cut  through  the  serous  and  muscular 
coats  first  with  a knife,  and,  when  this  is  done,  the  cut  edges  are  seized 
with  catch  forceps  and  raised  by  an  assistant  so  that,  when  the  mucous 
membrane  is  incised,  the  exit  of  the  stomach  contents  is  prevented.  The 
mucous  membrane  is  then  picked  up  with  forceps,  and  a small  hole  made 
into  it  with  a knife,  the  incision  being  completed  with  blunt-pointed  scissors  ; 
in  order  to  prevent  troublesome  prolapse  of  this  structure  in  suturing 
afterwards,  it  is  well  to  clip  away  some  of  the  redundant  portion  which 
always  presents  in  the  wound.  The  foreign  body  will  now  be  exposed,  or,  if 
not,  it  is  felt  for  and  removed  by  suitable  forceps,  the  incision  in  the  stomach 
being  enlarged  if  necessary  in  order  to  extract  it  without  force.  'Fhere  is  no 
difficulty,  as  a rule,  in  removing  it  if  the  incision  be  of  sufficient  size, 
and  the  body  be  manoeuvred  so  as  to  bring  its  shortest  axis  out  through  the 
wound.  If,  however,  the  body  be  actually  perforating  any  of  the  gastric 
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coats  it  must  be  disentangled  with  the  greatest  possible  gentleness,  and  great 
care  must  be  taken  not  to  cause  a perforation  in  so  doing ; if  necessary  it 
may  be  broken  up  with  cutting  pliers  and  removed  piecemeal.  The  seat 
of  impaction  should  , be  examined  to  see  whether  the  stomach  wall  be 
extensively  damaged,  and,  if  so,  this  must  be  treated  much  in  the  same  way 
as  an  ulcer  of  the  stomach,  either  by  excision  or  by  inversion  and  suture  of 
the  stomach  walls  (see  Chap.  XIV.).  This  is  another  important  reason 
for . making  the  incision  directly  over  the  body  when  it  is  impacted  in  the 
anterior  wall ; the  surgeon  can  then  readily  clip  out  the  damaged  portion  of 
the  wall  and  obtain  perfectly  healthy  surfaces  for  suture.  After  the  foreign 
body  has  been  removed,  the  incision  in  the  stomach  wall  is  picked  up  by  the 
assistant  and  is  sutured  as  already  described  (see  p.  212).  The  anterior 
surface  of  the  stomach  is  next  carefully  cleansed  with  soft  mops,  the 
abdominal  cloths  are  removed,  the  stomach  is  dropped  back  into  place,  the 
abdominal  wound  closed  in  the  usual  manner  (see  p.  190),  and  the  usual 
dressings  applied.  There  should  be  absolutely  no  risk  of  fouling  the 
abdominal  cavity  if  the  abdominal  cloths  be  properly  arranged,  and  no 
drainage  is  necessary.  The  after-treatment  is  identical  with  that  for 
wounds  of  the  stomach  (see  p.  217). 
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It  will  be  convenient  to  consider  this  operation  before  proceeding  to 
deal  with  the  diseases  of  the  stomach  itself.  It  is  chiefly  called  for  in 
stricture  of  the  oesophagus,  and  the  indications  for  its  performance  have 
already  been  mentioned  (see  p.  120).  All  that  is  necessary  here  is  to 
describe  the  steps  of  the  operation  and  the  main  points  to  be  borne  in 
mind  in  performing  it.  In  the  first  place,  the  method  chosen  should 
be  one  that  can  be  done  within  a reasonably  short  time,  as  the  patients 
are  not  usually  in  the  best  condition  when  the  operation  is  done : in 

the  second  place,  the  risks  of  peritonitis,  which  were  extremely  great 

in  the  older  operations,  should  be  reduced  to  a minimum  and  should 
practically  never  be  run  nowadays  : thirdly,  no  operation  should  be  con- 
sidered thoroughly  satisfactory  unless  it  be  so  planned  as  to  prevent 
leakage  of  the  gastric  contents  through  the  artificial  opening, — an  event 
accompanied  by  such  intense  irritation  of  the  skin  around  as  to  render 
the  patient’s  condition  extremely  pitiable.  Not  only  has  gastrostomy 

been  largely  freed  from  risks  of  sepsis  in  recent  years,  but  it  has  been 

practised  much  earlier  in  the  course  of  the  disease,  and  operations  have 
been  introduced  that  reduce  leakage  to  a minimum  and  so  the  results 
have  proportionately  improved.  There  are  practically  only  two  operations 
of  high  excellence  and  these  we  shall  describe  here.  For  their  various 
modifications  text-books  on  operative  surgery  may  be  consulted. 

The  two  forms  referred  to  are  those  known  by  the  names  of  Witzel 
and  Franck.  In  AVitzel’s  method  an  opening  is  made  into  the  stomach  at 
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the  time  of  operation,  and  from  this  aperture  a tubular  or  funnel-shaped 
track  is  constructed  extending  to  the  skin  incision ; this  track  serves  for 
the  introduction  of  food  into  the  stomach  and  also  acts  as  a valve  to 
prevent  regurgitation.  In  P' ranch’s  operation  the  barrier  against  regurgitation 
is  provided  by  pulling  out  a portion  of  the  stomach  through  the  abdominal 
wall  and  altering  its  direction  so  as  to  make  a somewhat  S-shaped  kink. 
Each  operation  has  its  own  special  indications  but  on  the  whole  Witzel’s 
operation  is  applicable  to  the  larger  number  of  cases,  as  it  can  be  done 
in  a very  contracted  stomach,  whereas  Franck’s  cannot.  On  the  other 
hand,  in  inexperienced  hands  there  is  a certain  amount  of  danger  of 
sepsis  attaching  to  Witzel’s  method  which  is  absent  from  Franck’s. 

Witzel’s  operation. — The  stomach  is  reached  by  the  usual  vertical 
incision  about  an  inch  to  the  left  of  the  middle  line,  running  about 
four  inches  downward  from  the  xiphoid  cartilage.  The  stomach  is  exposed 
and  pulled  up  into  the  wound  or,  if  its  size  allows,  outside  it  altogether. 
The  rest  of  the  abdominal  cavity  is  carefully  packed  off  with  abdominal 
cloths  (see  p.  177),  and  a small  opening  is  made  through  all  the  coats 
of  the  viscus  on  its  anterior  surface  about  midway  between  the  two 
curvatures  and  rather  towards  the  cardiac  end.  This  opening  should  be 
large  enough  to  admit  a No.  12  gum-elastic  catheter  with  ease.  A catheter 
of  this  size  is  taken,  the  terminal  5 inches  are  cut  off,  the  tip  is  softened  by  heat, 
bent  at  right  angles  an  inch  from  the  point,  and  introduced  into  the  orifice 
in  the  stomach ; the  remainder  is  laid  along  the  wall  of  the  stomach  running 
from  left  to  right.  A piece  of  india-rubber  tubing  is  fixed  over  the 
outer  end  of  the  catheter  so  that,  should  the  patient  vomit,  the  gastric 
contents  are  conveyed  away  from  the  wound  and  do  not  soil  it.  The 
serous  and  muscular  coats  of  the  stomach  are  now  brought  up  over  the 
catheter  on  each  side  by  means  of  Halsted’s  sutures  (see  Fig.  52)  so  as  to 
entirely  surround  it  and  form  a tube  about  an  inch  and  a half 
or  two  inches  long ; enough  of  the  stomach  wall  on  each  side  must  be 
taken  up  to  obviate  any  tension  on  the  stitches.  Outside  this  row  is 
applied  a second  continuous  sero-muscular  suture  which  approximates  a 
good  broad  surface  of  peritoneum  over  the  catheter  on  each  side,  and  this 
should  be  carried  well  beyond  the  point  of  entrance  of  the  tube  into  the 
stomach  so  as  to  prevent  leakage. 

When  the  catheter  has  been  thus  enclosed  in  the  tube  or  canal  of 
stomach  wall  the  next  point  is  to  fix  the  outer  end  of  this  to  the  opening 
in  the  abdominal  wall.  The  peritoneum  is  therefore  sutured  above  and 
below  leaving  a small  hole  about  the  centre  of  the  incision  through  which 
emerges  the  tube  and  the  portion  of  stomach  folded  round  it  (see  Fig.  53). 
In  sewing  up  the  upper  portion  of  the  peritoneal  wound  it  is  very  important 
indeed  to  insert  two  or  three  of  the  sutures  through  the  stomach  wall  as 
well,  so  as  to  bring  the  line  of  sutures  forming  the  stomach  tube  well  up 
beneath  the  incision.  The  two  opposed  surfaces  will  then  become  adherent 
and  form  an  additional  means  of  closing  in  the  tube  and  will  at  the 
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.same  time  anchor  the  stomach  firmly  to  the  abdominal  wall  so  that  there 
will  be  no  risk  of  its  dragging  away  as  it  might  were  it  merely  stitched 
round  the  opening  left  in  the  peritoneum.  If  this  precaution  be  omitted 


Fig.  52. — Witzel’s  Gastrostomy.  Formation  of  the  stomach  tube.  The  upper 
sketch  shows  the  tip  of  the  catheter  inserted  into  the  opening  in  the  stomach,  and  four 
Halsted’s  sutures  in  place  and  ready  to  fold  the  stomach  wall  up  round  the  catheter. 

The  lower  figure  shows  the  catheter  in  place,  the  row  of  Halsted’s  sutures  being  buried 
by  a continuous  catgut  stitch. 


it  is  quite  possible  that  leakage  may  occur  between  the  stomach  and  the 
abdominal  wall.  All  that  now  remains  to  be  done  is  to  suture  the  circle  of 
stomach  wall  emerging  through  the  opening  in  the  peritoneum,  first  to 
the  edge  of  the  latter,  and  then  to  the  skin  incision  ; in  order  to  do 
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this,  the  tube  of  stomach  around  the  catheter  is  pulled  well  forward  by 
an  assistant.  The  result  is  that  the  catheter  passes  through  the  skin 
incision  along  a tube  formed  by  the  folded  stomach  wall,  at  the  further 


Fig.  53. — WiTZEi.’s  Gastrostomy.  The  method  0/  securing  the  stomach  to  the 
abdominal  wall.  The  peritoneum  and  the  posterior  layer  of  the  sheath  of  the  rectus 
are  united  by  a continuous  suture  which  also  takes  up  the  muscular  wall  of  the  stomach 
near  its  centre.  The  portion  of  stomach  round  the  tube  is  also  sutured  as  shown  above. 

end  of  which  it  passes  through  an  opening  into  the  stomach.  No  regur- 
gitation is  likely  to  occur,  as  the  tube  will  collapse  when  the  catheter 
is  taken  out  and  its  walls  will  be  firmly  approximated  by  the  pressure  of 
the  stomach  contents  (see  Fig.  54). 


Kig.  54. — HonizONTAi.  Section  in  Witzec’s  Gastrostomy.  (Diagrammatic.) 

Showing  the  (mtheter  passing  from  the  interior  of  the  stomach  to  the  opening  in  the 

abdominal  wall.  The  tube  in  which  it  lies  is  lined  by  peritoneum,  and  not  by  mucous 

membrane  as  is  the  case  in  Franck's  operation.  (See  Kig.  57.) 

'I'he  patient  is  fed  upon  the  operating  table  with  a meal  consisting  of  four 
to  six  ounces  of  peptonised  milk  containing  half  an  ounce  of  brandy,  and  he 
may  be  fed  in  a similar  manner  every  four  hours.  It  is  well  to  add  ten  grains 

of  salol  to  the  first  feed  to  prevent  putrefaction  of  any  blood  that  may 

have  found  its  way  into  the  stomach. 
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After-treatment. — The  wound  heals  readily  and  the  patient  may  usually 
be  allowed  to  get  about  at  the  end  of  a fortnight.  The  tube  should  not 
be  left  out  for  at  least  a month  or  six  weeks,  as  there  is  a constant  tendency 
for  the  canal  to  contract  and  to  render  the  insertion  of  a fresh  tube  difficult. 
The  tube  should  however  be  changed  every  day,  a fresh  one  being  inserted 
immediately  after  the  old  one  is  removed,  so  as  to  avoid  decomposition  along  the 
track.  It  will  be  necessary  to  have  a piece  of  india-rubber  tubing  attached 
to  the  end  of  the  tube  and  provided  with  a proper  clip  to  prevent  escape  of 
the  gastric  contents ; the  whole  is  fastened  on  with  a binder.  After  about  two 
months  the  tube  may  be  left  out,  and  need  only  be  inserted  for  purposes  of 
feeding.  It  is  well  to  provide  the  patient  with  a black  olive-ended  catheter 
for  feeding  purposes,  as  its  tapering  end  enables  it  to  be  passed  into  the 
wound  more  certainly  and  with  less  risk  of  damage  than  the  ordinary  blunt- 
ended  form.  Feeding  can  easily  be  done  by  the  patient  himself;  he  pours 
food  into  a glass  funnel  whence  it  runs  through  the  tube  by  means  of  a few 
inches  of  india-rubber  tubing,  the  funnel  being  held  slightly  above  the  level 
of  the  stomach. 


Fig.  55. — Franck’s  Method  of  Gastrostomy.  First  stage.  The  anterior  wall  oi 
the  stomach  is  pulled  out  through  the  opening  in  the  posterior  layer  of  the  she.ith  of  the 
rectus  just  to  the  left  of  the  middle  line.  It  is  held  over  to  the  left  side  as  shown  in  the 
figure,  and  its  sero-muscular  coat  united  to  the  right-hand  edge  of  the  incision  in  the 
sheath  of  the  rectus  by  a continuous  running  suture.  The  sketch  also  shows  the  second 
smaller  incision  above  and  to  the  left.  This  only  goes  as  deep  as  the  fibres  of  tbe  rectus. 


Franck’s  operation. — Franck’s  or  Albert’s  method  is  perhaps  more 
popular  than  Witzel’s  and  is  performed  as  follows.  The  stomach  is  exposed 
as  before  and  its  anterior  wall  is  seized  and  pulled  well  out  through  the 
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abdominal  wound.  The  portion  chosen  should  be  towards  the  pyloric  end 
and  as  much  is  pulled  out  as  will  come  without  exerting  undue  traction ; the 
posterior  wall  of  course  is  not  pulled  out.  This  portion  of  the  stomach  is 
now  given  to  an  assistant  to  hold  whilst  the  surgeon  makes  a second  small 
incision  about  an  inch  long  and  an  inch  and  a half  above  and  external  to  the 
commencement  of  the  first  (see  Fig.  55).  This  incision  only  goes  through 
the  skin,  fascia  and  anterior  layer  of  the  sheath  of  the  rectus,  and  the  two 
wounds  are  now  made  to  communicate  by  carrying  the  handle  of  the  knife 
horizontally  through  the  fibres  of  the  rectus  from  one  incision  to  the  other 
(see  Fig.  56).  In  the  original  operation  the  communication  was  made 
merely  beneath  the  skin;  it  is  however  well  to  split  the  rectus  in  this  way, 
as  it  then  forms  a muscular  band  surrounding  the  portion  of  the  stomach 
that  is  pulled  through  it  and  thus  may  have  some  sort  of  sphincter  action. 
This  gives  an  incision  in  the  abdominal  wall  through  which  the  anterior  wall 


Fig.  57. — Horizontal  Section  in  Franck’s  Gastrostomy.  (Diagrammatic.)  The 
diagram  shows  the  S'like  fistulous  opening  and  its  passage  through  the 

rectus  muscle. 


of  the  Stomach  is  pulled  out,  and  this  communicates  by  means  of  a track 
through  the  centre  of  the  rectus  with  a second  incision  above  and  external  to 
the  point  of  emergence  of  the  stomach  through  the  peritoneum  (see  Fig.  57). 

The  stomach  is  finally  carried  through  this  communication  and 
brought  out  through  the  skin  at  the  second  incision  where  the  protruded 
portion  is  grasped  by  an  assistant.  All  that  now  remains  to  be  done  is  to 
prevent  the  stomach  slipping  back  into  the  abdominal  cavity,  which  is 
easily  accomplished  by  suturing  the  right-hand  edge  of  the  incision  in  the 
sheath  of  the  rectus  to  the  adjacent  surface  of  the  viscus ; the  peritoneum 
should  not  be  taken  up  in  the  sutures,  as  firmer  adhesions  are  obtained 
without  it.  It  is  usually  recommended  to  sew  the  stomach  to  both  edges 
of  the  incision,  but  it  is  really  unnecessary  to  do  so  on  the  left-hand  side, 
as  the  organ  is  firmly  flexed  over  this  edge.  Finally,  a few  stitches  are 
inserted  between  the  second  skin  incision  and  the  portion  of  the  stomach  wall 
emerging  from  it,  and  it  is  well  to  insert  into  the  latter  two  silk  stitches, 
which  are  knotted  and  left  long  so  as  to  serve  as  guides  for  the  subsequent 
artificial  opening.  The  operation  is  now  completed  by  suturing  the  first 
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skin  incision  completely  and  applying  the  ordinary  dressings.  Care  must 
be  taken  to  see  that  neither  the  opening  into  the  abdomen  nor  the  second 
opening  through  the  skin  is  narrow  enough  to  constrict  the  portion  of 
stomach  passing  through  it. 

After-treatment. — The  stomach  is  not  opened  immediately,  and  24  or 
48  hours  should  be  allowed  to  elapse  if  possible  before  the  opening 
is  made.  The  best  way  of  opening  the  stomach  is  to  cut  through  the 
serous  and  muscular  coats  with  a knife  between  the  two  guiding  stitches  until 
the  mucous  membrane  is  reached.  This  is  easily  ascertained,  as  the  pro- 
truded portion  of  the  stomach  becomes  stiff  from  inflammatory  exudation 
and  the  contrast  between  the  muscular  walls  and  the  yielding  mucous 
membrane  is  very  marked.  The  latter  is  now  picked  up  in  forceps  and 
snipped  through  with  scissors,  when  a little  gastric  juice  escapes  and  renders 
it  certain  that  the  cavity  has  been  opened.  The  opening  is  then  slightly 
enlarged  with  scissors  and  a No.  12  or  14  catheter  is  introduced  in  the 
direction  of  the  track,  slightly  from  left  to  right,  and  a meal  administered. 
It  is  very  inadvisable  to  attempt  to  open  the  stomach  by  thrusting  in  a 
trochar  or  by  cutting  across  with  a knife,  as  the  mucous  membrane  always 
slips  out  of  the  way  and  it  must  be  identified  and  divided  separately.  The 
catheter  should  be  fastened  in  position  until  about  the  fourth  day,  when 
the  adhesions  will  be  quite  firm  and  it  may  safely  be  left  out  and  merely 
passed  each  time  for  feeding  purposes.  The  dressing  over  the  original 
median  incision  should  be  changed  at  the  time  that  the  opening  is  made 
into  the  stomach  and  covered  by  a small  dressing  freely  varnished  over  with 
collodion  so  that  the  discharge  from  the  stomach  will  not  affect  it.  As  a 
matter  of  fact,  it  is  almost  invariable  for  primary  union  to  occur  in  this  wound. 
In  the  intervals  between  the  feeding,  the  patient  should  wear  a well-fitting 
abdominal  bandage  with  a pad  of  salicylic  wool  over  the  opening.  The 
pressure  of  the  bandage  acts  upon  the  portion  of  the  stomach  wall  which  is 
bent  at  right  angles  in  two  places,  and  is  quite  sufficient  to  prevent  leakage 
of  the  gastric  contents. 

If  the  patient  be  very  feeble  at  the  time  of  the  operation,  it  may  be 
desirable  to  introduce  food  immediately,  and  this  can  be  done  quite  safely 
in  this  operation  by  puncturing  the  stomach  wall  obliquely  in  the  neighbour- 
hood of  the  proposed  opening  with  an  aspirating  needle  and  administering 
through  it  a meal  of  peptonised  milk.  A few  drops  of  boracic  lotion  are 
syringed  through  the  needle  after  the  meal  has  been  introduced,  so  as  to 
cleanse  the  tube,  which  is  then  withdrawn  and  the  operation  is  proceeded 
with.  If  it  be  thought  advisable  to  feed  the  patient  in  this  manner,  it  should 
always  be  done  when  the  stomach  is  pulled  out  through  the  abdominal  wound 
and  before  it  is  carried  beneath  the  soft  tissues  to  the  second  opening  as, 
if  delayed  until  that  stage  of  the  operation,  there  would  be  a difficulty  in 
finding  the  way  into  the  stomach  and  the  attempt  would  be  very  likely  to 
end  in  the  food  being  introduced  into  the  peritoneal  cavity  or  between  the 
mucous  and  muscular  coats. 
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Relative  merits  of  the  operations. — WitzePs  operation  is  suited  for  all 
cases  in  which  gastrostomy  can  be  performed,  and  it  provides  a most  effectual 
safeguard  against  regurgitation  of  the  stomach  contents.  It  also  has  the 
advantage  that  the  patient  is  or  can  be  fed  immediately  from  the  time  of 
operation.  It  possesses  the  disadvantages  that  it  perhaps  requires  a longer 
time  for  its  performance,  that  it  necessitates  very  careful  suturing  in  the 
formation  of  the  stomach  tube  and  that  it  involves  the  patient  wearing  the 
tube  for  some  considerable  time  after  the  operation,  as  otherwise  the  artificial 
opening  tends  to  close.  Another  possible  disadvantage  is  that  in  inexperi- 
enced hands  the  suture  may  be  faulty  and  leakage  may  take  place  between 
the  stomach  and  the  abdominal  wall,  and  suppuration  and  possibly  fatal 
peritonitis  may  occur. 

Francks  operatmi  has  the  advantage  that  in  suitable  cases  it  is  very 
easy,  that  it  can  be  done  rapidly  and  that  under  no  circumstances  should 
there  be  any  septic  infection  following  it.  A not  inconsiderable  ad- 
vantage is  the  fact  that  no  tube  need  be  worn  after  the  fourth  day.  It 
has  the  disadvantage  that  it  cannot  be  performed  in  cases  in  which  the 
stomach  is  either  greatly  contracted — as  in  advanced  cases  of  starvation  from 
oesophageal  stricture — or  where  the  stomach  is  fixed  by  cancerous  infiltra- 
tion so  that  it  cannot  be  pulled  out  of  the  wound ; this  may  be  the  case  in 
extensive  cancerous  stricture  about  the  cardiac  end  of  the  oesophagus.  Two 
other  possible  disadvantages,  namely,  difficulty  in  opening  the  stomach 
after  the  operation  and  in  feeding  the  patient  immediately,  should  not 
occur  if  the  recommendations  given  above  be  followed.  Although  we 
have  had  no  experience  of  this,  it  is  possible  that  a further  disadvantage 
may  be  that,  should  the  patient  live  long,  the  passage  from  the  stomach  to 
the  skin  may  in  the  course  of  time  become  more  or  less  straightened  from 
the  downward  pull  of  the  organ,  and  so  allow  regurgitation. 


CHAPTER  XIV. 


GASTRIC  ULCER. 

Simple  ulcer  of  the  stomach  is  a very  common  affection,  and  occurs  twice 
as  frequently  in  women  as  in  men.  The  usual  age  is  between  twenty  and 
forty  in  women,  in  men  the  average  is  ten  years  later ; it  may  however 
occur  up  to  a very  advanced  period  of  life.  The  ulcer  is  most  common 
upon  the  posterior  wall  towards  the  pyloric  end  and  lesser  curvature 
of  the  stomach.  It  is  said  that  in  not  more  than  5%  of  all  the  cases 
is  the  ulcer  situated  upon  the  anterior  wall,  but  on  the  other  hand, 
something  like  80%  of  all  the  fatal  perforations  following  ulcer  occur 
in  that  situation.  As  a rule  the  ulcer  is  single  ; sometimes  it  is  multiple, 
though  very  rarely  more  than  two  co-exist,  and  sometimes  an  ulcer  occurs 
in  the  duodenum  as  well  as  in  the  stomach.  The  ulcer  itself  is  usually 
round  or  oval,  but  it  may  be  irregular  in  outline,  either  from  extension  of 
the  original  ulcer  or  from  the  confluence  of  isolated  ones.  The  edges  are 
quite  clean-cut,  and  the  ulceration  may  only  involve  the  superficial  portion 
of  the  mucous  membrane,  or  the  submucous  and  muscular  coats  may  be 
entirely  destroyed.  There  is  no  constant  relation  between  the  depth  of 
the  ulcer  and  its  size ; a very  small  ulcer  may  penetrate  very  deeply  and 
vice  versa.  When  the  ulcer  is  of  recent  development,  the  stomach  walls 
in  its  immediate  vicinity  are  not  much  altered;  when,  however,  it  has  lasted 
for  a long  time,  there  will  be  extensive  induration,  giving  rise  to  characters 
often  mistaken  for  malignant  growth.  The  rest  of  the  stomach  is  usually 
normal  except  that  the  pylorus  is  unduly  firmly  contracted. 

RESULTS.  — An  ulcer  of  any  long  standing  usually  gives  rise  to  various 
important  sequete,  and  it  is  chiefly  in  connection  with  these  that  the 
surgeon  is  called  in.  The  following  are  the  principal  ones : 

1.  Haemorrhage. — As  the  ulceration  deepens,  one  of  the  larger  vessels 
may  be  opened  and  hiemorrhage,  which  may  be  capillary,  venous,  or  arterial 
in  nature,  will  result ; as  a rule  the  latter  is  rare,  but  sometimes  a large 
artery  may  be  ulcerated  into,  as,  for  example,  in  ulcers  situated  near  the 
lesser  curvature  of  the  stomach  or  in  the  neighbourhood  of  the  pancreas. 
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and  then  the  bleeding  may  be  so  severe  as  to  jeopardise  the  patient’s  life 
in  a very  short  time.  In  the  more  frequent  forms  of  haemorrhage  the 
bleeding  is  not  so  severe  and  generally  ceases  spontaneously  before  a fatal 
result  is  produced ; the  risk  is  then  rather  from  the  production  of  pro- 
found anaemia  due  to  the  repeated  bleedings.  The  blood  so  poured  out 
may  of  course  be  vomited  or  it  may  be  passed  by  the  bowel  j in  the  latter 
case  it  generally  is  an  indication  that  the  bleeding  is  extensive,  as  in  slight 
cases  the  blood  may  become  digested  and  absorbed. 

2.  Interference  with  the  gastric  functions  by  the  contractions 
accompanying  healing. — When  a gastric  ulcer  heals,  or  attempts  to  heal, 
the  tissues  around  become  indurated,  as  in  ulcers  elsewhere,  and  the  scar 
contracts.  The  gastric  wall  consequently  becomes  thickened,  and  its  cavity 
may  be  markedly  distorted  by  the  subsequent  contraction.  This  excessive 
thickening,  which  of  course  passes  off  to  a considerable  extent  when  the 
ulcer  has  actually  healed,  but  which  is  very  marked  while  the  ulcer  still 
exists  and  has  lasted  for  a long  time,  may  be  so  great  as  to  give  rise  to  the 
suspicion  of  a tumour  and,  even  after  the  stomach  has  been  exposed,  it 
may  still  be  doubtful  whether  the  case  is  one  of  ulcer  or  of  malignant 
tumour. 

Apart  from  this  thickening  of  the  stomach  walls,  which  is  by  no  means 
a constant  occurrence,  a certain  amount  of  contraction  always  follows  healing 
of  the  ulcer,  and  it  depends  upon  the  position  and  extent  of  the  latter 
whether  this  contraction  reaches  such  an  extent  as  to  interfere  with  the 
functions  of  the  stomach.  When  the  ulcer  is  situated  in  the  neighbourhood 
of  the  pyloric  orifice  and  is  of  any  size,  the  contraction  during  healing 
narrows  the  pylorus  and  interferes  with  the  free  passage  through  it.  Stenosis 
of  the  pylorus  is  produced  and  may  progress  to  such  an  extent  as  to 
obliterate  it  almost  completely.  The  stomach  in  consequence  becomes 
dilated  and,  in  addition  to  the  already  existing  symptoms  of  the  gastric  ulcer, 
there  are  those  special  to  the  dilated  organ. 

3.  Dilatation  of  the  stomach. — This  is  a frequent  accompaniment  of 
gastric  ulcer  at  some  period  of  its  course.  It  may  be  due  essentially  to 
pyloric  obstruction,  which  in  the  slightest  cases  may  arise  from  the  spasm  of 
that  structure  that  is  so  common  an  accompaniment  of  an  ulcer  situated 
anywhere  in  the  stomach,  but  which  is  far  more  frequently  caused  by  actual 
cicatricial  narrowing  from  the  contraction  of  an  ulcer  in  its  vicinity,  or  by 
adhesions  external  to  the  organ  resulting  from  perigastritis.  It  is  also 
said  that  the  stomach  may  dilate  from  atony  of  its  muscular  walls.  The 
dilatation  of  the  stomach  is  of  course  a mere  symptom  of  obstruction  to 
the  passage  of  food. 

4.  Perigastritis. — As  the  ulcer  deepens,  the  peritoneal  coat  of  the 
stomach  covering  its  base  becomes  inflamed  and  adhesions  occur  between 
the  stomach  and  neighbouring  structures,  or  bands  of  inflammatory  tissue 
form  upon  the  surface  and  during  healing  will  interfere  with  the  functions 
of  the  organ  by  their  contraction.  This  so-called  perigastritis  is  very  frequent 
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in  ulcers  that  have  extended  deeply  and  is  of  great  functional  importance, 
partly  because  it  interferes  with  the  movements  of  the  organ  and  partly 
because  it  acts  beneficially  to  a certain  extent  in  affording  some  protection 
against  perforation. 

The  exact  effects  of  perigastritis  will  depend  upon  the  situation  of  the 
ulcer;  thus,  when  the  latter  is  situated  in  some  portion  of  the  stomach  in 
close  proximity  to  other  organs,  adhesions  will  occur,  whilst  on  the  anterior 
surface  cicatricial  bands  are  likely  to  form.  The  most  frequent  seat  of 
adhesions  is  about  the  pylorus,  which  becomes  connected  with  the  under 
surface  of  the  liver,  the  gall  bladder,  or  the  bile  duct,  and  may  thereby 
become  so  distorted  that  the  passage  of  the  gastric  contents  through  it  is 
greatly  interfered  with.  Similarly,  an  ulcer  on  the  posterior  surface  of  the 
stomach  causes  the  organ  to  become  adherent  to  the  pancreas.  Adhesions 
may  also  occur  between  the  stomach  and  the  omentum,  the  transverse  colon 
or  the  diaphragm.  Adhesions  are  least  liable  to  occur  when  the  ulcer  is  on 
the  anterior  surface  and  this  is  the  explanation  of  the  fact  that  ulcers  in  that 
situation  are  the  most  common  cause  of  fatal  perforation. 

In  extensive  ulcers  on  the  anterior  surface  of  the  stomach  the  peri- 
gastritis will  cause  much  distortion  of  the  viscus  as  healing  occurs, 
from  contraction  of  the  inflammatory  material  upon  the  peritoneal  surface. 
This  in  certain  cases  may  give  rise  to  a constriction  passing  from  one 
border  of  the  stomach  to  the  other  and  producing  the  so-called  “ hour- 
glass contraction,”  in  which  the  stomach  is  marked  off  into  two  cavities 
with  a passage  of  varying  calibre  between  them.  The  cardiac  portion  of 
the  stomach  under  these  circumstances  may  dilate  to  such  an  extent 
that  the  condition  may  not  be  accurately  diagnosed,  the  case  looking  like 
one  of  contraction  of  the  pylorus  rather  than  an  hour-glass  contraction  of 
the  stomach.  Some  authors  limit  the  term  hour-glass  contraction  to  its 
strict  meaning,  namely,  a constriction  situated  exactly  in  the  centre  of  the 
stomach ; but  it  is  more  convenient  from  the  point  of  view  of  treatment  to 
enlarge  the  term  so  as  to  embrace  all  contractions  of  the  stomach  which 
produce  a circular  narrowing  of  the  cavity  and  divide  it  into  two  sacs,  even 
though  these  be  of  very  unequal  size. 

5.  Perforation. — This  is  a not  uncommon  accompaniment  of  gastric 
ulcer  and  may  give  rise  to  various  results.  ^Vhen  the  ulcer  perforates  the 
stomach  wall  and  there  are  no  adhesions,  so  that  the  gastric  contents  are 
extravasated  freely  into  the  general  peritoneal  cavity,  a fatal  septic  general 
peritonitis  is  set  up;  on  the  other  hand,  if  perforation  occurs  in  a situation 
where  more  or  less  extensive  adhesions  have  already  occurred,  the  extrava- 
sation of  the  stomach  contents  may  not  take  place  into  the  general  peritoneal 
cavity  and  localised  suppurative  peritonitis  followed  by  abscess  may  form. 
Lastly,  the  entire  thickness  of  the  stomach  wall  may  be  destroyed  by  the 
ulcer  without  the  occurrence  of  either  peritonitis  or  suppuration  when  the 
perigastritis  has  produced  firm  adhesions  between  the  stomach  wall  and  the 
neighbouring  tissues.  This  is  common  in  the  neighbourhood  of  the  pancreas. 
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PATHOLOGY.  — The  pathology  of  gastric  ulcer  is  by  no  means  clear. 
It  is  probable  that  the  ulceration  is  preceded  by  thrombosis  of  the  smaller 
vessels  and  that  the  ulcer  is  a necrotic  process  following  this.  It  is  very 
common  in  anaemic  girls  and  it  is  probable  that  the  anaemia  may  have 
something  to  do  with  the  production  of  the  ulcer.  It  has  also  been  sug- 
gested that  the  ulcer  is  caused  by  some  slight  injury  to  the  mucous  mem- 
brane, but  in  operating  upon  the  stomach  the  mucous  membrane  may  be 
freely  divided  without  an  ulcer  being  produced.  Hyper-acidity  of  the  gastric 
contents  has  also  been  assigned  as  a cause,  but  this  explanation  is  not 
satisfactory,  as  hyper-acidity  is  frequently  met  with  unaccompanied  by  ulcer. 

Whatever  may  be  the  pathology  of  the  condition,  the  important  point 
in  the  treatment  of  the  actual  ulcer  itself,  apart  from  its  sequelfe,  is  the 
fact  that  healing  is  greatly  hindered  by  the  state  of  unrest  caused  by  the 
constant  passage  of  food  over  the  raw  surface ; the  stomach  must 
therefore  be  given  more  or  less  complete  rest. 

SYMPTOMS.— Although  the  symptoms  of  this  affection  are  well 
known,  and  the  diagnosis  is  usually  easy,  it  has  happened  more  than  once  that 
the  stomach  has  been  cut  down  upon  under  the  impression  that  an  ulcer 
was  present  or  even  that  perforation  had  occurred,  and  nothing  of  the 
kind  has  been  found.  The  subjects  of  gastric  ulcer  are  usually  anaemic, 
thin  and  with  a poor  appetite,  and  complain  of  three  principal  symptoms,, 
viz.,  pain,  vomiting  and  hsematemesis. 

Pain  in  well-marked  cases  is  constant  and  of  varying  intensity.  The 
exact  period  at  which  it  supervenes  after  food  varies  to  some  extent  with 
the  position  of  the  ulcer ; when  this  is  situated  near  the  cardiac  end  of  the 
stomach  pain  usually  occurs  immediately  after  food  ; when  at  or  near  the 
pylorus  it  may  not  come  on  for  as  long  as  an  hour  or  two  after  a meal. 
An  important  diagnostic  point  is  that  the  pain  is  increased  by  pressure. 
In  very  neurotic  subjects  who  are  not  suffering  from  ulcer  it  is  not  uncommon 
to  have  pain  after  food  complained  of,  but  this  is  usually  relieved  by 
pressure.  The  pain  due  to  gastric  ulcer  is  generally  relieved  by  lying  down, 
and  some  slight  help  in  diagnosing  the  situation  of  the  ulcer  may  be  obtained 
by  noticing  the  position  of  greatest  ease  ; for  example,  if  the  dorsal  position 
be  most  comfortable,  the  probability  is  that  the  ulcer  is  situated  on  the 
anterior  wall  of  the  stomach  ; if  lying  on  the  right  side  gives  most  ease,  it  is 
probable  that  the  ulcer  is  near  the  cardiac  end  and  vice  versa.  The  pain 
complained  of  is  usually  about  the  middle  line  and  very  often  extends  through 
from  the  xiphoid  cartilage  to  a spot  on  the  left  of  the  last  dorsal  vertebra. 
When  the  ulcer  is  on  the  anterior  wall  there  is  marked  tenderness  in  the 
epigastrium  ; when  on  the  posterior  surface,  the  tender  spot  is  to  the  left  of 
the  last  dorsal  spine. 

Vomiting'  very  commonly  occurs  at  some  time  in  the  course  of  a gastric 
ulcer,  but  its  diagnostic  importance  is  comparatively  slight  as  it  occurs  so 
frequently  in  many  other  affections.  It  generally  sets  in  some  considerable 
time  after  food,  but  may  be  entirely  absent.  It  is  most  characteristic  of 
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course  when  the  stomach  has  undergone  dilatation  and  then  it  forms  one 
of  the  symptoms  of  dilated  stomach,  large  quantities  of  food  being  vomited 
at  irregular  and  infrequent  intervals,  often  in  a state  of  decomposition 
and  undergoing  yeasty  fermentation. 

Bleeding'  is  the  only  certain  sign  of  ulcer  of  the  stomach,  but  it  may  be 
entirely  absent.  When  it  is  slight  it  comes  from  superficial  ulcers  involving 
the  smaller  vessels,  and  the  trouble  arises  more  from  the  anfemia  pro- 
duced by  the  constant  recurrence  of  the  bleeding  than  from  the  actual  loss 
of  blood  at  any  given  time.  In  other  cases  the  hsemorrhage  is  very  grave, 
as  the  ulceration  opens  one  of  the  larger  vessels  and  the  patient  may  actually 
die  from  loss  of  blood,  although  this  is  very  rare.  Hsemorrhage  from  the 
stomach  may  of  course  occur  in  malignant  disease  and  in  other  conditions 
such  as  cirrhosis  of  the  liver,  which  will  be  found  referred  to  in  medical 
text-books,  but  the  occurrence  of  occasional  attacks  of  haemorrhage  from 
the  stomach,  which  are  sometimes  severe  and  are  accompanied  by  pain  and 
vomiting  in  a young  chlorotic  woman,  is  almost  pathognomonic  of  a gastric 
ulcer. 

Hyper  acidity  of  the  gastric  contents  due  to  an  excess  of  free 
hydrochloric  acid,  is  an  almost  constant  feature  in  the  affection  but  is 
not  diagnostic  in  itself. 

TREATMENT. — In  the  early  stages  of  the  disease  the  treatment  is 
essentially  a matter  for  the  physician,  but  of  late  years  surgical  inter- 
vention has  been  practised  in  an  increasing  number  of  cases  and  often 
with  the  greatest  benefit.  We  may  summarise  the  chief  circumstances  under 
which  the  surgeon  may  be  called  in : 

1.  When  the  symptoms  are  long-continued  and  do  not  yield  readily 
to  medical  treatment,  particularly  when  profound  anaemia  is  resulting  from 
the  repeated  haemorrhages. 

2.  To  arrest  profuse  haemorrhage  that  threatens  life. 

3.  To  relieve  constriction  of  the  pylorus  or  an  hour-glass  contraction 
of  the  body  of  the  organ  and  so  to  cure  a dilated  stomach. 

4.  When  perforation  of  the  ulcer  into  the  peritoneal  cavity  has  occurred. 

5.  To  relieve  various  indefinite  symptoms,  not  necessarily  caused  by  the 
actual  existence  of  the  ulcer  but  following  the  healing  of  one.  These 
symptoms  are  generally  due  to  adhesions  which  either  alter  the  direction 
of  the  pylorus,  constrict  the  stomach  or  tether  down  the  organ  to  adjacent 
structures. 

6.  To  open  and  treat  a sub-phrenic  abscess. 

TREATMENT  OF  CASES  ACCOMPANIED  BY  PROFOUND  AND 
INCREASING  ANAi.MIA. 

I’hese  are  practically  the  only  cases  in  which  surgical  treatment  is 
required  for  the  ulcer  per  se,  and  interference  should  not  be  practised 
except  when  the  condition  threatens  the  patient’s  life  or  makes  it  unen- 
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durable  from  intense  or  persistent  pain  or  profound  malnutrition ; it  will 
be  undertaken  more  readily  in  those  who  have  to  earn  their  living  and 
cannot  devote  the  time  necessary  for  thorough  medical  treatment. 

Medical  treatment. — We  need  not  go  into  the  medical  treatment 
beyond  remarking  that  its  primary  objects  are  two  in  number:  (a)  to  give 
physiological  rest  to  the  stomach,  and  (l>)  to  administer  remedies  calculated 
to  promote  healing  of  the  ulcer.  In  the  acute  stage  the  patient  should  be 
confined  to  bed,  and  movement  must  be  restricted  as  far  as  possible.  The 
intense  pain  is  best  relieved  by  large  hot  fome?itations  over  the  epigastrium 
and  left  side  of  the  abdomen.  This  pain  may  be  so  severe  that  hypodermic 
injections  of  morphine  may  be  necessary,  and  this  drug  is  also  sometimes 
useful  as  it  checks  the  vomiting. 

Various  sedative  drugs  may  be  administered  by  the  mouth,  of  which 
bismuth,  hydrocyanic  acid  and  morphine  are  the  chief.  The  following 
prescriptions  may  be  used  with  advantage : 


Liq.  Morph.  Hydrochlor.  TH.  x. 

Bismuth.  Carb.  gr.  xv. 

Sodii  Bicarb.  ) -- 

1 aa  gr.  x, 

Pulv.  Tragacanth  Co.  i 

Spirit.  Chlorof.  BXx. 

Aq.  Menth.  Pip.  ad  ok  4tis  horis. 


Bismuth  Carb.  gr.  .\v. 

Sodii  Bicarb.  gr.  xx. 

Acid  Hydrocyanic.  Dil.  TH.  iij. 
.Ether.  Chlor.  ITt  xv. 

Aquani  ad  oi-  Ms. 


It  is  advisable  also  to  administer  some  saline  aperient,  such  as  Carlsbad 
or  other  waters,  occasionally. 

Rectal  alimentation. — All  nourishment  should  at  first  be  given  per  rectum., 
in  the  form  'of  nutrient  enemata,  and  should  be  accompanied  by  a large 
injection  of  normal  saline  solution  once  or  twice  daily.  If  the  latter  do  not 
check  the  thirst,  the  patient  may  be  allowed  to  suck  a little  ice. 

Dr.  Otto  Griinbaum,  Clinical  Pathologist  to  King’s  College  Hospital, 
has  been  kind  enough  to  furnish  us  with  the  following  points  relative 
to  this  important  question  of  rectal  feeding  : 


“Since  the  rectal  injections  often  replace  not  only  the  solid  but  also  the  liquid 
part  of  the  diet,  they  should  consist  of  water,  proteids,  carbohydrates  and  fats.  If 
sufficient  water  cannot  be  absorbed  by  the  large  intestine  and  none  may  be  given 
by  the  mouth,  subcutaneous  injections  of  sterile  normal  salt  solution  must  be 
resorted  to. 

“ Before  beginning  rectal  feeding  the  lower  bowel  should  be  emptied  and  cleansed 
by  the  administration  of  a copious  warm  water  injection  ; at  least  an  hour  must 
then  elapse  before  the  nutrient  enema  is  introduced. 

“The  best  position  for  the  patient  is  lying  on  the  left  side  with  the  pelvis 
slightly  raised  on  a pillow  placed  under  the  hips.  A long  soft  rubber  oesophageal 
tube  is  greased  (glycerine  must  not  be  used)  and  carefully  passed  from  six  to 
twelve  inches  into  the  bowel;  to  the  end  of  the  tube  a glass  funnel  is  attached, 
and  into  it  the  enema  warmed  to  99°  F.  is  poured.  For  the  first  ten  minutes 
after  the  introduction  of  the  enema  the  nates  should  be  pressed  together  with  a 
towel,  and  the  patient  ought  to  remain  undisturbed  for  an  hour. 

“The  pressure  under  which  the  fluid  is  introduced  should  not  exceed  that 
due  to  a column  of  water  three  feet  high ; the  fluid,  flowing  in  slowly,  finds  its 
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way  into  the  sigmoid  flexure  and  the  descending  colon,  and  therefore  does  not 
excite  the  desire  to  evacuate.  This  avoidable  complication  is  often  due  to  a 
sudden  distension  of  the  rectum  which  usually  occurs  if  the  injection  be  shot  into 


the  bowel  with  a syringe. 

“The  volume  and  exact  composition  of  the  enema  must  depend  upon  the 
state  of  the  mucous  membrane  of  the  large  intestine.  It  is  generally  desirable 
to  introduce  at  least  two  and  a half  ounces  (80  grams)  of  proteid,  three  and  a half 
ounces  (100  gr.ams)  of  carbohydrate,  and  five  drachms  (20  grams)  of  fat  per  diem. 
This,  if  completely  absorbed,  would  represent  half  of  the  energy  required  by  a 
patient  lying  in  bed  in  a room  at  62°  F. 

“The  constituents  of  the  enema  must  be  unirritating  and  easily  absorbed;  the 
following  have  been  used  with  success  and  are  usually  retained  without  trouble  : 
Whites  of  three  eggs.  Albumose,^  5 ij.  Ox-serum,  5^. 

Milk,  5 iv.  Milk,  3vij.  Milk,  5ij. 

Starch  (raw),  g j.  Glucose  or  Starch,  3 vj. 

Salt  o ss. 


Sextis  horis. 


Sextis  horis. 


Sextis  horis. 


“Occasionally  it  is  found  that  the  addition  of  a few  minims  of  liquor  pan- 

creaticus  improves  absorption,  but  this  preparation  must  not  be  added  to  an 

enema  containing  more  than  10%  of  starch,  lest  the  mucous  membrane  be  irritated 
by  the  strong  solution  of  sugar  which  would  be  rapidly  formed.  The  proteids 
in  eggs  and  milk  are  not  so  readily  absorbed  as  those  in  serum,  but  the  latter  has 
been  known  on  rare  occasions  to  give  rise  to  slight  urticaria.  The  prolonged 
administration  of  albumoses  may  lead  to  colitis. 

“ Nutrient  enemata  must  not  be  stopped  if  the  first  few  be  returned  ; a tolerance 
is  often  established  after  two  or  three  have  been  given.  If  however  tolerance 

be  not  established,  an  ounce  of  red  wine  added  to  the  enema  has  frequently 

been  found  to  produce  the  desired  result. 

“ If  no  formula  proves  satisfactory,  even  when  only  three  ounces  be  introduced 
at  a time,  recourse  must  be  had  to  a small  boiled  starch  enema  (one  ounce)  con- 
taining 10  to  20  minims  of  tincture  of  opium  followed  an  hour  later  by  a nutrient 
injection. 

“The  rectum  must  be  washed  out  daily  with  a warm  water  enema.  Nutrient 
suppositories  cannot  be  recommended,  for,  even  if  they  were  absorbed,  more  than 
sixty  would  be  required  daily  to  supply  the  necessary  energy. 

“At  present  we  do  not  know  how  to  prepare  fat  in  a way  that  permits  of 
its  being  absorbed  in  sufficient  quantity  by  the  large  intestine ; this  difficulty 
may  be  partially  overcome  by  injecting  an  ounce  or  two  of  sterile  olive  oil  into 
the  subcutaneous  tissue  of  the  groin  every  second  day.  No  untoward  effects  follow 
this  procedure,  while  the  food  thus  introduced  is  utilised  and  materially  diminishes 
the  fall  in  the  weight  of  the  patient.” 


Surgical  treatment. — The  indications  for  surgical  interference  have 
already  been  given  (see  p.  233)  and  the  measures  employed  will  aim  at 
removal  of  the  ulcer,  at  putting  the  stomach  at  rest,  or  at  both  com- 
bined. The  second  condition  may  be  brought  about  surgically  either  by 
enlarging  the  existing  pyloric  opening,  which  may  be  either  mechanically 
or  spasmodically  contracted,  or  by  the  formation  of  a new  and  efficient 
communication  between  the  stomach  and  the  intestine  (gastro-enterostomy) 
so  as  to  prevent  fluids  being  retained  in  the  stomach  where  they  will  undergo 
decomposition  and  irritate  the  ulcer  both  chemically  and  mechanically. 

’“.Somato.se”  and  Heyden’s  “Nahrstofl'”  consist  chiefly  of  albumose. 
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Of  these  two  surgical  principles  the  second  is  the  one  of  more  general 
application.  Excision  of  the  ulcer  itself  followed  by  suture  of  the  stomach 
wall,  although  theoretically  the  better  procedure,  is  disappointing  in 
practice.  In  the  first  place,  a very  large  proportion  of  the  ulcers  are  so 
situated  that  excision  is  out  of  the  question ; in  the  second,  such  a 
procedure  may  mean  a very  extensive  operation  which  has  to  be  carried 
out  in  a subject  unable  to  bear  it ; finally,  the  wound  made  by  the  excision 
of  the  ulcer  may  fail  to  heal  and  another  ulcer  may  be  substituted  for  the 
one  excised,  or  a fresh  one  may  develop  independently  elsewhere,  as  the 
hyper-acidity  of  the  stomach  contents  and  the  spasm  of  the  pylorus  are 
not  affected  by  the  operation  and  the  original  cause  of  the  ulcer  therefore 
probably  still  remains.  At  the  same  time,  when  the  ulcer  is  easily  reached 
and  is  small,  it  is  clearly  good  treatment  to  excise  it,  but  this  operation 
should  always  be  supplemented  by  either  pyloroplasty  or  gastro-enterostomy,  so 
as  to  provide  for  the  free  escape  of  the  stomach  contents  and  to  enable  the 
organ  to  get  rest.  The  ulcers  best  suited  for  this  method  of  treatment  are 
those  found  on  the  anterior  wall  of  the  stomach ; in  them  the  opening  left 
by  excising  the  ulcer  may  be  utilised  in  performing  gastro-enterostomy. 

Excision  of  a gastric  ulcer. — In  all  cases  the  stomach  should  be 
carefully  emptied  and  washed  out  before  operation  so  as  to  get  rid  of  de- 
composing material,  to  avoid  the  risk  of  vomiting  under  the  anaesthetic  and 
to  diminish  the  risk  of  the  escape  of  the  gastric  contents  when  the  ulcer  is 
excised. 

The  abdomen  is  opened  by  the  usual  vertical  incision  a little  to  the 
left  of  the  middle  line  (see  p.  i88)  and  the  anterior  wall  of  the  stomach  is 
exposed.  If  the  ulcer  be  situated  upon  it,  the  operation  is  extremely  easy 
as  the  ulcer  can  be  felt  through  the  wall  and  its  presence  is  evident  to  the 
eye  by  the  thickening  of  the  peritoneal  coat  of  the  stomach  over  it.  The 
stomach  is  drawn  well  out  of  the  wound  and  packed  off  with  abdominal 
cloths  (see  p.  177) ; the  entire  organ  should  be  pulled  out  or  at  any  rate 
enough  of  it  to  render  the  necessary  manipulations  easy.  The  ulcer  is  then 
excised  by  enclosing  its  base  in  an  elliptical  incision,  which  should  if 
possible  have  its  long  axis  at  right  angles  to  that  of  the  stomach.  This  will 
divide  fewer  vessels  and  at  the  same  time  will  not  diminish  the  transverse 
diameter  of  the  organ  when  sewn  up.  As  the  incision  into  the  stomach  is 
being  made,  the  assistant  presses  together  the  stomach  walls  well  below  the 
ulcer  and  raises  it  so  as  to  constrict  it  and  prevent  the  escape  of  the  gastric 
contents.  The  ulcer  should  be  excised  rapidly  and  the  edges  of  the  incision 
are  then  seized  in  catch  forceps  and  still  further  raised  by  the  assistant ; 
this  should  entirely  prevent  the  contents  from  escaping.  As  a rule 
the  bleeding  following  excision  is  not  very  severe ; it  is  greatest  when  the 
ulcer  lies  near  either  of  the  curvatures  as  one  of  the  larger  vessels  may  then 
be  cut  across.  It  is  however  comparatively  easy  to  seize  any  spurting  vessel 
and  the  bleeding  may  always  be  stopped,  temporarily  at  any  rate,  by  com- 
pressing the  edge  of  the  incision  between  the  finger  and  thumb.  Any 
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oozing  that  remains  is  easily  checked  by  sewing  up  the  stomach  and  this 
is  done  precisely  as  in  the  operation  for  rupture  of  the  stomach  (see  p.  212) ; 
the  steps  of  the  procedure  will  be  found  described  in  full  there  and  need  not 
be  recapitulated  here. 

Should  the  area  of  the  stomach  excised  be  considerable,  there  may  be 
some  tension  on  the  edges  of  the  wound  and  under  these  circumstances 
it  will  be  best  to  make  the  deep  layer  of  Halsted’s  sutures  (see  Fig.  5 1 ) 
and  to  bury  these  by  a superficial  continuous  Lembert  suture.  In  an  organ 
like  the  stomach  where  the  parts  are  easily  accessible,  it  will  be  found 
that  the  sutures,  particularly  Halsted’s,  are  more  readily  inserted  by 
using  a straight  spring-eyed  needle  which  requires  no  needle-holder  than 
the  small  curved  Hagedorn  needles  for  which  of  course  a needle-holder 
is  necessary. 

It  is  most  important — more  particularly  perhaps  in  the  case  of  the 
intestines — to  see  that  no  constriction  of  the  lumen  of  the  organ  can 
occur  as  a result  of  suturing  wounds  of  this  sort ; for  example,  if  the 
vertical  measurement  of  the  portion  excised  from  the  anterior  wall 
of  the  stomach  be  comparatively  large,  the  distance  between  the  two 
curvatures  may  be  much  diminished  if  the  opening  be  sewn  up  so  as 
to  leave  a horizontal  cicatrix,  and  a condition  somewhat  approaching 
an  hour-glass  contraction  may  be  produced  by  the  operation.  This  is 
easily  avoided  by  suturing  the  wound  so  as  to  make  the  scar  vertical 
(see  Fig.  58);  this  may  actually  increase  the  vertical  measurement  so 
that,  even  allowing  for  some  contraction  subsequently,  the  capacity  of  the 
viscus  will  not  be  diminished. 

It  is  very  seldom  however  that  mere  excision  of  the  ulcer  suffices  for 
a cure,  because  the  pylorus  is  either  spasmodically  or  organically  contracted 
and  none  of  the  causes  of  the  original  ulcer,  namely  the  hyper-acidity  of 
the  stomach  and  the  difficulty  of  the  passage  of  the  stomach  contents, 
are  remedied.  We  therefore  do  not  advise  its  being  relied  upon  alone, 
and  are  of  opinion  that,  after  the  ulcer  has  been  thus  disposed  of,  if  in 
an  accessible  situation,  the  surgeon  should  proceed  to  perform  either 
gastro-enterostomy  or  pyloroplasty — the  former  for  preference.  Practically 
the  only  exception  to  thfs  rule  will  occur  in  the  case  of  an  ulcer  actually 
at  or  in  the  immediate  vicinity  of  the  pylorus  which  is  not  adherent  to 
the  surrounding  structures ; here  excision  of  the  ulcer  alone  will  suffice 
as  it  is  practically  a combined  excision  of  the  ulcer  and  of  the  pylorus. 

As  a rule  hovyever  neither  operation  is  available  in  these  cases.  In 
active  ulcers  situated  near  the  pylorus  this  structure  is  so  fixed  by  adhesions 
that  excision  of  the  ulcer  is  not  only  difficult  to  perform,  but  subsequent 
kinking  of  the  pylorus  and  reproduction  of  the  obstruction  are  very 
likely  to  occur.  IVhen  the  infiltration  with  inflammatory  products  is  very 
great  it  is  practically  impossible  to  bring  the  edges  of  the  incision  in  the 
pylorus  together  and  pyloroplasty  is  not  feasible.  Lastly,  when  an  ulcer 
in  this  situation  has  lasted  for  a very  long  time,  the  stomach  may  have 
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so  little  contractile  power  left  that  it  is  unable  to  drive  its  contents 
through  the  artificially  enlarged  pyloric  opening. 

On  the  other  hand,  gastro-enterostomy  may  be  performed  at  any  suitable 
portion  of  the  stomach  and  allows  free  escape  of  the  stomach  contents 


Fig.  58. — Method  of  preventing  narrowing  of  the  Stomach  after  Excision 
OF  A LARGE  Gastric  Ulcer.  This  is  practically  identical  with  gastroplasty.  A shows 
the  method  of  converting  an  ellipse  with  its  long  axis  parallel  to  the  curvature  of  the 
stomach  into  an  opening  with  its  long  diameter  at  right  angles  to  this.  The  suture  is 
Halsted’s.  In  B the  row  of  sutures  is  inserted  preparatory  to  being  buried  by  a con- 
tinuous Lembert  stitch. 

even  though  the  contractile  power  of  the  gastric  walls  be  deficient.  It 
is  not  really  a very  severe  operation  and  it  may  have  the  great  additional 
advantage  that  in  certain  situations  the  ulcer  may  be  excised  and  the 
opening  left  may  be  utilised  for  the  gastro-enterostomy.  We  shall  describe 
both  pyloroplasty  and  gastro-enterostomy. 

Pyloroplasty. — We  should  limit  this  operation  to  cases  of  dilatation 
of  the  stomach  due  to  a narrowing  of  the  pylorus  unaccompanied  by  many 
adhesions  or  undue  thickening  of  its  walls  and  without  any  marked  atony 
of  the  stomach.  The  principle  of  the  operation  is  to  make  a free  longi- 
tudinal incision  from  the  stomach  to  the  duodenum,  dividing  the  pylorus 
along  its  long  axis,  and  then  to  approximate  the  two  ends  of  this  incision  so 
as  to  convert  it  into  a transverse  one,  thereby  increasing  the  diameter  of  the 
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pyloric  ring  (see  Fig.  59).  The  abdomen  is  opened  slightly  to  the  right  of 
the  middle  line  in  the  usual  manner  (see  p.  188)  and  the  pylorus  brought 
as  far  up  into  the  wound  as  possible  and  packed  off  with  abdominal  cloths 
(see  p.  177).  If  the  parts  be  not  sufficiently  movable,  the  operation  must 
be  performed  within  the  abdomen,  but  if  the  stomach  be  much  dilated 
and  there  be  little  infiltration  about  the  pylorus  they  may  be  got  well 
outside.  A clamp,  such  as  Lane’s  (see  Fig.  60),  is  applied  to  the  duodenum 


Fig.  59. — Pyloroplasty.  In  /I  is  shown  the  method  of  clamping  the  bowel  by  a 
Lane’s  clamp  (see  Fig.  6o)  on  the  left-hand,  and  the  stomach  by  rubber-sheathed  forceps 
on  the  right-hand  side.  The  longitudinal  incision  is  marked  out  along  the  narrowed 
pylorus.  In  B this  incision  is  converted  into  one  th.at  has  its  long  axis  at  right  angles  to 
that  of  the  pylorus  by  a Halsted's  suture.  In  C the  row  of  Halsted's  sutures  is  in  place 
and  is  being  buried  by  the  continuous  sero-muscular  stitch.  The  calibre  of  the  pylorus 
is  relatively  much  enlarged. 

as  far  on  the  distal  side  of  the  proposed  incision  as  possible,  the  loop  of 
bowel  being  squeezed  empty  of  its  contents  before  it  is  applied.  The 
pyloric  end  of  the  stomach  should  also  be  clamped  with  suitable 

clamp  forceps  (see  Fig.  59,  A)  the  blades  of  which  are  covered  with 
india-rubber  tubing.  The  whole  area  around  is  packed  off  carefully  with 
abdominal  cloths,  and  an  incision  is  made  in  the  anterior  wall  of  the  stomach, 
about  half  an  inch  from  the  pylorus,  and  carried  horizontally  through  that 
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structure  reaching  about  half  an  inch  along  the  duodenum.  If  there  be 
much  contraction  it  may  be  difficult  to  hit  off  the  passage  through  the 
pylorus,  and  it  is  then  best  to  commence  by  opening  the  stomach  just  in 
front  of  the  pylorus  and  then  to  pass  a probe  through  the  latter  into  the 
duodenum  and  cut  down  upon  this  as  a guide ; if  preferred,  a pair  of 
probe-pointed  scissors  may  be  used  to  slit  up  the  pylorus.  One  of 

Halsted’s  mattre.ss  sutures  (see  p.  215)  is  then  inserted  at  each  end  of 


Fig.  60. — Lane’s  Intestinal  Clamp.  The  lower  figure  shows  the  clamp  as  in  use. 
It  is  seen  applied  to  the  intestine  in  Fig.  59.  The  rod  is  made  to  transfix  the  mesentery 
and  under-run  the  bowel,  while  the  india-rubber  bands  pass  over  the  latter  and  so  com- 
press its  lumen. 


this  incision,  and  when  this  is  tied,  what  were  formerly  the  terminations  of 
the  incision  become  the  central  points  and  the  opening  is  converted  from 
a longitudinal  into  a transverse  one  (see  Fig.  59,  B).  This  suture  should  be 
of  silk  and  should  be  reinforced  by  two  others  on  each  side,  so  that  the  edges 
of  the  incision  are  brought  together  throughout ; the  operation  is  com- 
pleted by  burying  these  sutures  with  a continuous  stitch  of  fine  catgut 
outside,  so  as  to  prevent  any  leakage  (see  Fig.  59,  C).  The  area  of  operation 
is  then  carefully  cleansed,  the  abdominal  cloths  are  removed  and  the 
abdomen  closed  in  the  usual  manner  (see  p.  189). 

Gastro-enterostomy. — The  operation  that  we  advocate  for  chronic 
ulcer  of  the  stomach,  whether  the  ulcer  has  been  previously  removed  or  not, 
is  gastro-enterostomy,  by  which  is  meant  the  formation  of  a permanent 
artificial  opening  between  the  stomach  and  the  small  intestine.  The  operation 
is  usually  termed  gastro-enterostomy,  but  it  is  more  correct  to  call  it  either 
gastro-duodenostomy  or  gastro-jejunostomy,  according  as  the  portion  of  small 
intestine  selected  for  the  anastomosis  forms  part  of  the  duodenum  or  the 
jejunum.  It  is  very  rarely  indeed  that  it  is  necessary  to  anastomose  the  ileum 
to  the  stomach.  The  operation  that  is  practically  always  performed  is  gastro- 
jejunostomy, gastro-duodenostomy  being  only  employed  after  a pylorectomy 
has  been  performed.  This  is  referred  to  later  (see  Chap.  XV.).  There  are  two 
chief  methods  of  performing  gastro-jejunostomy  which  are  called  the  anterior 
and  posterior  methods  according  as  the  bowel  is  attached  to  the  anterior  or 
the  posterior  surface  of  the  stomach.  The  anterior  form  is  again  subdivided 
into  the  pre-  and  post-colic  forms,  in  the  former  of  which  the  loop  of  jejunum 
is  brought  up  around  the  lower  edge  of  the  omentum  in  front  of  the  trans- 
verse colon  and  attached  to  the  anterior  surface  of  the  stomach,  while  in  the 
latter  the  transverse  meso-colon  and  the  omentum  are  perforated  and  the 
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loop  of  the  jejunum  is  drawn  through  the  slit  thus  made  in  order  to  be 
attached  to  the  anterior  wall  of  the  stomach.  Fig.  61  indicates  diagramma- 
tically  the  principle  of  these  operations. 

Advantages  of  the  different  methods. — Both  the  anterior  and  posterior 
operations  are  suitable  in  certain  cases  and  both  present  certain  disadvan- 
tages. We  may,  however,  at  once  dismiss  the  retro-colic  variety  of  the 
anterior  form  of  gastro-jejunostomy 
as  being  on  the  whole  unreliable 
and  not  to  be  recommended  at  all, 
as  strangulation  of  the  jejunum  is 
very  apt  to  occur  at  the  aperture 
through  which  the  loop  has  to  pass 
in  order  to  reach  the  anterior  surface 
of  the  stomach ; if  this  aperture  be 
made  sufficiently  large  to  avoid  all 
possible  danger  of  strangulation  there 
IS  a risk  of  interfering  with  the  vas- 
cular supply  in  the  meso-colon. 

The  anterior  operation  is  the  easier 
one  to  perform  and  is  the  natural  one 
when  an  ulcer  has  been  excised  from 
the  anterior  wall  of  the  stomach.  It 
is  also  specially  suited  for  cases  in 
which  the  ulcer  is  extensive  and 

situated  on  the  posterior  wall,  which  is  bound  down  to  the  pancreas  or  the 
surrounding  tissues,  and  where  therefore  the  posterior  operation  is  not 
practicable.  Another  great  advantage,  especially  to  beginners,  is  that  the 
entire  operation  can  be  carried  out  outside  the  abdomen  and  therefore 
there  is  little  risk  of  soiling  the  peritoneum  ; there  is  practically  no  likeli- 
hood of  the  stomach  contents  escaping  when  the  opening  is  made,  as  the 
assistant  can  hold  up  the  lips  of  the  incision. 

The  posterior  form,  although  open  to  the  objection  that  it  is  more 
difficult  to  perform  and  that  the  operation  has  to  be  done  deeper  down 
in  the  abdomen  and  that  it  is  therefore  less  easy  to  prevent  the  escape 
of  the  stomach  contents  when  the  opening  is  made,  is  nevertheless  superior 
to  the  anterior  form  in  many  points.  In  the  first  place  it  opens  the  stomach 
in  a dependent  situation  and  so  allows  free  escape  of  the  gastric  contents. 
It  is  also  quite  easy  in  this  operation  to  be  certain  that  the  right  portion 
of  the  bowel  is  selected  for  anastomosis  and  as  little  as  possible  of  the 
intestinal  canal  is  cut  off  from  the  circulation,  although  this  is  probably 
not  a point  of  any  great  importance.  It  is  said  by  some  that  the 
establishment  of  the  “ vicious  circle  ” (see  p.  243)  is  seen  more  often  in  the 
anterior  than  in  the  posterior  form  of  the  operation ; in  the  latter  there  is 
certainly  less  risk  of  kinking  of  the  bowel  as  it  leaves  the  artificial  opening 
than  in  the  anterior  form.  In  a posterior  gastro-enterostomy  it  is  impos- 

PT.  VI.  o 


Fig.  6t. — Diagram  illustrating  the  various 
Methods  of  performing  Gastro-Enteuostomy. 
The  dotted  lines  indicate  the  direction  in  which  the 
small  inte.stine(//)is  carried.  Thus«  is  the  posterior 
gastro-enterostomy,  b is  the  retro-colic,  and  c the 
ordinary  or  pre-colic  form  of  anterior  gastro-enter- 
ostomy. ^S'/=stomach.  Z>=duodeiium. 
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sible  to  apply  the  intestine  in  the  wrong  direction  over  the  stomach,  viz. 
so  that  peristalsis  runs  from  right  to  left  instead  of  from  left  to  right; 
this  of  course  is  very  important  as,  if  the  peristaltic  wave  in  the  stomach  and 
the  small  intestine  he  in  opposite  directions,  the  intestinal  contents  will  he 
forced  into  the  upper  part  of  the  jejunum  and  the  duodenum  which  become 
dilated  and  thus  a vicious  circle  is  formed.  This  should  not  happen  in  either 
operation,  but  is  more  likely  in  the  anterior  form  from  mistaking  the  coil  of 
bowel.  There  is  another  possible  risk  connected  with  the  anterior  operation 
which  is  not  present  in  the  posterior.  It  is  that,  when  the  jejunum  is 
brought  round  the  omentum  in  front  of  the  transverse  colon,  the  latter  organ 


Fic.  62 — Diagrammatic  .•sketch  of  a faulty  Anterior  Ga.stro-Enterostomy. 

This  illustrates  two  defects  that  may  accompany  the  anterior  form  of  the  operation,  viz. 
compression  of  the  colon  by  an  unduly  short  loop  of  jejunum,  and  the  formation  of  the 
“vicious  circle.”  The  latter  is  due  to  the  kinlring  at  the  ana.stomotic  opening;  the 
dilated  coil  of  jejunum  between  the  pylorus  and  the  opening  is  well  shown. 

is  apt  to  be  pressed  on  injuriously  by  the  jejunum  (see  Fig.  62),  and, 
conversely,  the  jejunum  may  be  compressed  by  the  colon  unless  care  be 
taken  to  have  a sufficient  length  intervening  between  the  third  part  of  the 
duodenum  and  the  anastomotic  opening ; even  though  this  be  sufficient  at 
the  time  of  the  operation,  pressure  may  occur  later  as  the  patient  gets 
stouter  and  the  omentum  fills  with  fat.  This  of  course  can  be  guarded 
against  by  allowing  at  least  two  feet  to  intervene,  but  the  mistake  has  certainly 
happened.  Hence  we  prefer  the  posterior  form  whenever  it  can  be  done 
and  whenever  the  patient’s  strength  suffices  for  a somewhat  longer  operation. 
We  reserve  the  anterior  form  for  cases  in  which  time  is  of  great  importance, 
in  which  the  posterior  surface  of  the  stomach  is  so  fi.xed  that  it  cannot  be 
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properly  got  at,  and  the  rarer  cases  in  which  there  is  an  ulcer  on  the  anterior 
surface  the  excision  of  which  will  furnish  one  of  the  openings  for  the 
anastomosis. 

In  the  majority  of  cases  we  prefer  to  make  the  junction  between  the 
stomach  and  intestine  by  a process  of  simple  suture  and  we  shall  therefore 
describe  this  first  as  it  is  certainly  the  safest  and  most  accurate  method 
that  can  be  employed,  for  by  it  the  surgeon  can  make  an  opening  of  any 
size  that  is  convenient.  It  undoubtedly  requires  a longer  time  for  its 

performance  however  than  most  of  the  operations  that  are  facilitated  by 
such  mechanical  appliances  as  Mayo  Robson’s  bone  bobbins  or  Murphy’s 
button,  the  use  of  which  we  do  not  advocate  except  in  cases  of  emergency. 
These  methods  will  be  described  afterwards  (see  p.  259  et  seq.). 

Before  proceeding  to  describe  the  steps  of  the  operation  there  are 
certain  absolutely  essential  precautions  that  require  mention  if  gastro- 
enterostomy is  to  be  successfully  performed.  There  is  no  doubt  that 
in  the  past  considerable  mortality  has  attached  to  this  operation,  which 
we  think  is  largely  due  to  the  neglect  of  the  precautions  that  will  be 
indicated.  This  mortality  is  steadily  decreasing  with  a better  technique, 
but  the  operation  cannot  yet  be  said  to  be  free  from  a fair  amount  of 
risk,  and  therefore  the  most  careful  attention  should  be  paid  to  any 
point  that  will  lead  to  its  improvement. 

The  “vicious  circle^'' — If  for  any  reason  the  contents  of  the  loop  of 
the  jejunum  between  the  pylorus  and  the  artificial  opening  be  unable  to 
find  their  way  past  the  latter  to  the  distal  portion  of  the  jejunum,  what 
is  known  as  the  “ vicious  circle  ” is  rapidly  established.  The  contents  of  the 
duodenal  loop,  consisting  mainly  of  bile  and  pancreatic  secretion  with  any 
small  portion  of  stomach  contents  that  may  have  got  past  the  pylorus, 
are  projected  into  the  stomach  instead  of  finding  their  way  along  the 
intestinal  canal ; conversely,  the  contents  of  the  stomach,  instead  of  being 
entirely  emptied  into  the  distal  portion  of  the  jejunum  are  partially,  and 
sometimes  entirely,  poured  into  the  duodenal  loop.  The  result  of  this  is 
two-fold ; on  the  one  hand,  the  presence  of  bile  in  the  stomach  excites 
vomiting  of  a most  intractable  character ; on  the  other,  there  is  extreme 
dilatation  of  the  portion  of  intestine  between  the  pylorus  and  the  anasto- 
mosis (see  Fig.  62).  'fhere  can  be  no  doubt  that  the  establishment  of 
this  vicious  circle  is  at  the  present  time  practically  the  main  cause  of  the 
mortality  following  gastro-enterostomy,  and  it  is  to  the  avoidance  of  this 
that  the  surgeon’s  chief  attention  must  be  directed,  as,  when  once  thoroughly 
developed,  it  proves  fatal,  usually  within  a fortnight  from  the  time  of  the 
operation,  as  a result  of  the  persistent  vomiting  that  ensues.  The 

existence  of  the  condition  may  be  suspected  if  the  patient  vomits  per- 
si.stently  after  the  second  or  third  day  without  any  signs  of  peritonitis 
being  present ; this  suspicion  is  still  further  confirmed  if  the  vomit  contain 
large  quantities  of  bile.  Vomiting  earlier  than  the  second  or  third  day 
may  of  course  be  due  to  the  anaesthetic. 
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The  causes  of  the  condition  are  various.  'I'he  most  common  is  the 
formation  of  a spur  in  the  intestine  at  the  site  of  anastomosis  which  serves 
to  guide  the  bile,  etc.,  into  the  stomach  and  prevents  it  passing  along 
the  intestinal  tract.  The  same  spur  makes  it  easier  for  the  stomach  to 
expel  its  contents  into  the  duodenum  than  along  the  ileum.  The  dilatation 
of  the  duodenal  loop  that  follows  this  backward  propulsion  of  the  stomach 
contents  still  further  displaces  the  spur,  so  that  it  may  ultimately  act  as  a 
valve  and  completely  occlude  the  efferent  loop.  Occasionally  the  spur 
may  be  double,  and  may  be  derived  on  the  one  hand  from  the  kinked 
wall  of  the  intestine,  and  on  the  other  from  the  junction  of  the  intestine 
with  the  stomach. 

Another  and  rarer  cause,  and  one  that  should  never  occur  with  ordinary 
care,  is  that  the  course  of  the  peristaltic  wave  in  the  stomach  and  intestine 
is  in  opposite  directions.  In  the  stomach  of  course  it  runs  from  left  to 
right,  and  it  should  run  in  the  same  direction  in  the  intestinal  loop ; some- 
times however  in  the  anterior  operation,  especially  when  the  ileum  is 
joined  to  the  stomach,  the  loop  may  be  applied  in  the  reverse  direction. 
Another  possible  cause  is  that  the  anastomotic  opening,  which  was  at  first 
transverse,  may  become  more  vertical,  slit-like  and  inefficient  from  alteration 
in  the  position  of  the  stomach  and  intestine.  This  condition  however 
generally  causes  recurrence  of  the  original  symptoms  rather  than  a true 
vicious  circle.  Another  cause  of  the  affection  is  an  unduly  long  loop 
between  the  pylorus  and  the  anastomotic  opening.  ^Vhen  an  interval  of 
more  than  two  feet  is  allowed  to  exist  between  these  two  points  the 
weight  of  the  loop  when  filled  with  bile  and  pancreatic  secretion  tends 
to  cause  such  an  acute  kinking  at  the  stomach  orifice  that  the  bile  cannot 
find  its  way  into  the  ileum. 

The  need  for  a sufficient  anastomotic  ope7iing. — Although  the  question 
of  the  vicious  circle  is  the  one  that  is  all-important  nowadays  as  regards 
the  patient’s  recovery  from  the  operation,  another  point  of  the  greatest 
practical  importance  is  that  the  opening  between  the  stomach  and  intestine 
should  be  sufficiently  free  to  answer  the  purposes  for  which  it  is  required. 
It  must  be  remembered  that  the  anastomotic  opening  becomes  bounded 
by  a ring  of  cicatricial  tissue  which  is  rigid  and  incapable  of  altering 
in  calibre  as  does  the  normal  pylorus ; moreover,  as  is  the  case  with  all 
annular  cicatrices,  there  is  a constant  tendency  to  contraction.  Therefore 
two  sets  of  troubles  may  arise  : in  the  first  place,  if  the  opening  be  small 
further  symptoms  of  dyspepsia  and  possibly  dilated  stomach  may  occur 
very  soon,  since  the  opening  may  be  so  small  as  easily  to  become  temporarily 
blocked  by  solid  food.  In  the  second  place,*  even  if  this  be  not  the  case, 
increasing  contraction  is  very  likely  to  lead  to  recurrence  of  the  symptoms 
and  many  cases  of  this  kind  are  known  to  have  occurred.  An  additional 
reason  for  this,  common  to  all  forms  of  obstruction  of  the  intestinal  canal, 
is  that,  if  the  anastomosis  be  performed  for  dilatation  of  the  stomach,  that 
organ  will  gradually  contract  after  the  obstruction  has  been  relieved  by 
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the  operation  until  it  resumes  its  normal  size,  and  with  this  contraction 
there  must  be  pari  passu  some  contraction  of  the  anastomotic  opening. 
This  may  diminish  a previously  satisfactory  opening  until  it  becomes  so 
small  that  symptoms  recur. 

The  only  remedy  against  this  danger  is  to  make  the  opening  extremely 
free  at  the  time  of  the  operation,  and  the  only  way  in  which  the  surgeon 
can  be  absolutely  certain  that  he  has  done  this  is  to  do  the  operation  by 
simple  suture.  If  mechanical  aids,  such  as  Robson’s  bobbin  or  Murphy’s 
button,  be  employed,  the  size  of  the  opening  is  regulated  by  the  size  of 
the  button  employed,  and  in  a gastro-enterostomy  the  maximum  size  of  the 
opening  will  be  the  size  of  the  largest  bobbin  or  button  that  can  be  got  into 
the  small  intestine.  In  most  cases  this  is  probably  much  too  small,  as  only 
a comparatively  small  bobbin  can  be  inserted  into  the  jejunum.  By  simple 
suture,  on  the  other  hand,  the  surgeon  can  make  an  opening  of  very 
considerable  length ; the  incision  into  the  jejunum  is  made  parallel  with 
its  long  axis  and  along  its  convex  border  and  may  therefore  be  of  any  length 
that  is  desired.  Moreover,  the  incision  in  the  stomach  is  made  almost 
horizontal  and  so  a good  large  elliptical  opening  with  its  long  axis 
almost  horizontal  is  secured  in  place  of  a much  smaller  circular  one. 
When  the  operation  is  done  for  a case  in  which  the  stomach  is  greatly 
dilated,  the  opening  can  be  made  rather  abnormally  large  in  order  to 
counterbalance  the  shrinkage  of  the  stomach  that  must  occur  subsequently. 
This  is  to  our  mind  the  very  greatest  safeguard  against  recurrence  of 
symptoms  and  is  one  of  the  strongest  arguments  in  favour  of  doing  the 
operation  by  simple  suture. 

Avoidance  of  sepsis. — This  of  course  is  after  all  the  point  of  primary 
importance,  but  we  do  not  lay  much  stress  upon  it  as  it  is  so  obviously 
necessary  at  the  present  time  in  most  operations  in  surgery.  It  is  certainly 
not  to  a want  of  proper  antiseptic  precautions  that  the  mortality  hitherto 
attaching  to  the  operation  is  due ; at  the  same  time  of  course  the  surgeon 
must  never  forget  that  the  least  carelessness  in  these  operations  is  very 
likely  to  end  in  serious,  and  possibly  fatal,  soiling  of  the  peritoneum,  and 
the  most  scrupulous  care  must  be  taken  not  only  to  pack  off  the  field  of 
operation  from  the  rest  of  the  abdominal  cavity  but  also  to  avoid  as  far  as 
possible  any  escape  of  the  intestinal  contents  during  the  operation.  This  is 
a precaution  applicable  to  all  operations  in  connection  with  the  intestines. 

The  operation. — Whichever  of  the  two  operations  be  chosen,  and  what- 
ever method  be  employed  to  unite  the  two  portions  of  bowel,  the  preliminary 
steps  are  identical.  The  stomach  should  be  washed  out  before  the  operation ; 
indeed,  it  is  well,  should  there  be  much  dilatation,  to  wash  it  out  (see  p.  200) 
daily  for  several  days  beforehand,  and  in  any  case  it  should  be  done 
immediately  before  the  operation  so  as  to  lessen  the  risk  of  vomiting  under 
the  anfesthetic  and,  more  particularly,  of  the  escape  of  the  gastric  contents 
into  the  abdominal  cavity  during  the  operation.  The  preliminary  washing 
out  of  the  stomach  also  diminishes  the  post-operation  vomiting. 
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The  most  suitable  a^icesthetic  is  chloroform ; in  feeble  and  aged  persons 
the  A.C.E.  mixture  may  be  employed,  but  ether  should  be  avoided  as  it 
causes  congestion  of  the  intestines,  promotes  peristaltic  action,  and  does  not 
insure  such  complete  relaxation  of  the  abdominal  walls  as  does  chloroform. 

The  i?icisio7i  should  be  vertical,  commencing  above  about  an  inch  to  the 
left  of  the  xiphoid  cartilage,  and  carried  downwards  to  the  neighbourhood  of 
the  umbilicus,  so  as  to  expose  the  stomach  thoroughly.  The  steps  of 
opening  the  abdominal  cavity  have  already  been  described  (seep.  188); 
after  this  all  antiseptics  are  removed,  and  salt  solution  is  substituted  for 
them.  The  abdominal  wound  is  well  retracted,  and  the  anterior  surface 
of  the  stomach  either  spontaneously  presents  or  is  exposed  by  pushing 
down  the  transverse  colon  and  the  omentum.  This  is  explored  for  the 
presence  of  an  ulcer,  which,  if  found,  may  be  excised  as  already  described 
(see  p.  236),  and  the  excision  wound  either  sutured,  or,  if  in  a suitable 
position  and  of  convenient  size,  temporarily  closed  by  an  assistant’s  fingers 
and  subsequently  utilised  as  part  of  an  anterior  gastro-enterostomy. 


Fig.  63. — Identification  uf  the  Jkjunu.m  in  Gasti>o*1Cntekostomv.  Tins  siep  . 
is  common  to  all  the  forms  of  the  operation.  The  stomach  and  preat  omentum  have  been 
turned  up  on  to  the  chest  and  covered  with  an  abdominal  cloth.  The  under  surface  f)t 
the  transverse  meso-colon  covering  the  po>terior  surface  of  the  stomach  is  fully  displayed, 
and  the  fossa  duodeno-jejunalis  is  well  seen.  The  coil  of  small  intestine  grasped  by  the 
hand  is  the  commencement  of  the  jejunum. 


Whether  this  be  done  or  not,  the  next  step  is  the  identification  of  the 
jeju7tum  (see  Fig.  63).  The  omentum  and  the  transverse  colon  are  raised 
and  pulled  up  out  of  the  wound,  and  the  hand  is  passed  along  the  under 
surface  of  the  transverse  meso-colon  to  the  left  side  of  the  spinal  column. 
The  portion  of  small  intestine  found  in  this  situation  is  seized  and  pulled 
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up.  If  it  be  the  jejunum,  as  will  probably  be  the  case,  it  is  fixed  to  the 
side  of  the  spine,  and  is  thus  easily  identified.  The  further  steps  will 
depend  upon  whether  the  anterior  or  the  posterior  variety  of  the  operation 
is  to  be  performed. 

Posterior  gasiro-enterostofny. — After  the  jejunum  has  been  identified,  the 
stomach  with  the  great  omentum  and  the  transverse  colon  are  pulled  as  far 
out  of  the  abdomen  as  they  will  come  and  turned  up  upon  the  costal  margin 
over  an  abdominal  cloth  and  covered  with  another.  This  exposes  the 
transverse  meso-colon  covering  the  posterior  wall  of  the  stomach.  A free 
opening  is  made  in  the  former  structure  over  the  spot  at  which  it  is  proposed 


Fig.  64. — Posterior  Gastro-Enterostomv.  Exposure  oj  the  posterior  wall  of  the 
stomach.  The  slit  in  the  iransverse  meso*colon  has  been  converted  into  an  ellipse  and 
its  edges  fai^tened  to  the  posterior  gastric  wall  by  sutures.  This  is  the  spot  chosen  for 
the  anastomosis.  The  exposed  stomach  wall  has  been  made  very  light  in  colour  for  the 
sake  of  contrast. 

to  make  the  anastomosis  {i.e.,  close  to  the  greater  curvature  near  the  cardiac 
end)  by  tearing  it  parallel  with  the  direction  of  the  vessels  and  pulling 
the  edges  of  the  rent  asunder  so  as  to  expose  the  stomach  freely.  In 
order  to  prevent  the  edges  of  the  opening  in  the  meso-colon  from  coming 
together  again  they  are  attached  by  a few  catgut  stitches  to  the  posterior 
gastric  wall,  leaving  exposed  the  whole  area  of  the  latter  that  is  required 
for  the  anastomosis  (see  Fig.  64).  This  is  an  important  step  in  the  opera- 
tion ; if  it  be  neglected,  the  opening  in  the  meso-colon  is  likely  to  constrict 
the  intestine,  and  the  operation  fails. 

The  jejunum,  which  has  been  given  to  an  assistant  to  hold,  is  now  taken, 
and  the  site  for  anastomosis  is  selected.  It  is  unnecessary  to  have  any  great 
length  of  bowel  intervening  between  the  point  where  the  jejunum  leaves 
the  left  side  of  the  spine  and  the  anastomotic  opening.  The  bowel  should 
be  simply  curved  gradually  round  from  the  spine  from  left  to  right,  and  the 
part  that  lies  most  comfortably  in  apposition  with  the  stomach  should  be 
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selected.  The  jeju7iiwi  is  cla7nped  so  as  to  prevent  the  escape  of  its  contents 
during  the  later  stages,  and  in  this  form  of  the  operation  the  clamping  must 
be  done  with  special  care.  A Lane’s  or  Makins’  clamp  (see  Figs.  60  and  65) 
is  put  upon  the  bowel  on  each  side  of  the  proposed  incision,  and  at  least 
two  inches  away  from  either  end  of  it.  The  upper  clamp  should  be  applied 
first ; this  will  be  put  on  near  the  junction  of  the  jejunum  with  the  duodenum, 
and  the  intestines  should  be  turned  well  over  to  the  right  to  facilitate  it. 
The  intestine  below  should  then  be  emptied  by  compressing  it  between  the 
finger  and  thumb  and  running  them  down  it  beyond  the  point  at  which 
the  lower  clamp  is  to  be  applied.  As  a rule,  the  actual  opening  in  the 


Fk;.  65. — Makins’  Intestinal  Clamp.  The  blades  are  sheathed  with  india-rubber 
tubing  and  the  amount  of  separation  between  them  is  regulated  by  the  screw. 

jejunum  will  be  from  si.x  to  twelve  inches  from  its  junction  with  the 
duodenum.  In  the  posterior  form  of  the  operation  it  is  impossible  to  clamp 
the  stomach,  and  it  is,  therefore,  especially  necessary  that  the  organ  should 
be  washed  out  before  the  operation.  An  assistant  is  specially  told  off  to 
prevent  the  escape  of  the  contents  as  far  as  possible  by  compressing  the 
lips  of  the  opening  when  it  is  made  and  to  remove  any  contents  as 
fast  as  they  escape. 

Before  proceeding  to  attach  the  jejunum  to  the  stomach,  the  field  of 
operatio7t  is  carefully  packed  off  by  aseptic  abdotnmal  cloths  {see  p.  177); 
this  must  be  done  with  scrupulous  care  as  the  operation  takes  place  within 
the  abdomen  in  a somewhat  dependent  position  and  all  parts  of  the  peri- 


Fig.  66. — Maunsell’s  Abdominal  Retractor.  This  is  a self-retaining  spring  retractor. 


toneal  cavity  into  which  any  escaped  gastric  contents  could  find  their  way 
must  be  carefully  guarded  by  aseptic  cloths  of  suitable  size ; it  will  probably 
be  necessary  to  use  several  of  the  smaller  abdominal  cloths,  which  can  be 
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packed  down  into  the  various  recesses,  and  special  care  must  be  taken  that 
they  are  all  counted ; the  small  ones  should  be  provided  with  a long  silk 
thread  the  end  of  which  is  grasped  in  forceps  so  as  to  render  identification 
and  removal  easy.  In  order  to  facilitate  the  later  steps  of  the  operation 
and  to  minimise  the  amount  of  assistance  required,  various  aids  may  be 
employed  in  retracting  the  abdominal  wound  and  in  keeping  the  intestines 
out  of  the  way.  For  the  former  purpose  Maunsell’s  spring-retractor  (see 
Fig.  66)  is  helpful,  while  the  same  surgeon’s  ingenious  intestine  retractor 
(see  Fig.  67)  is  often  very  useful  in  securing  a clear  field  for  operation. 


The  mtestme  is  now  attached  to  the  stomach. — In  the  first  place  the  bowel 
is  laid  against  the  stomach  wall  over  the  proposed  seat  of  anastomosis  and 
the  proposed  incision  is  marked  out  with  a knife  on  each  organ  ; only  the 
serous  and  part  of  the  muscular  coats  are  divided.  This  insures  an  incision 
of  identical  length  and  in  the  proper  direction  both  in  the  stomach  and 
the  jejunum  and  also  greatly  facilitates  the  insertion  of  the  sutures.  The 
opening  should  be  along  the  convex  border  of  the  jejunum  parallel  to  its 
long  axis,  while  on  the  stomach  it  should  be  slightly  oblique  from  above 
downwards  and  from  left  to  right,^  lying  nearer  the  greater  curvature  than  the 
lesser  and  well  away  from  any  visible  large  vessels.  A point  of  the  highest 
practical  importance  in  marking  out  this  incision  is  to  remember  that  if  the 
stomach  be  dilated  the  incision  must  be  quite  one-third  longer  than  it  would 
otherwise  be,  so  as  to  allow  for  the  organ  subsequently  resuming  its 
normal  size,  an  occurrence  that  entails  a corresponding  diminution  in  the 
opening  into  it.  The  first  suture  inserted  is  a sero-muscular  continuous 
stitch  of  fine  silk  threaded  on  a large  fully-curved  needle  at  each  end  and 
introduced  in  the  following  manner.  The  jejunum  and  the  stomach  are 

' It  must  be  remembered  that  the  .stomach  is  here  turned  up  upon  the  ribs  and  its 
posterior  surface  is  exposed.  With  the  organ  in  this  position,  therefore,  the  incision  would 
be  either  horizontal  or  .slightly  oblitjue  downwards  from  the  patient’s  right  to  left. 
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held  in  apposition  by  an  assistant  and  the  surgeon  passes  the  suture  through 
the  serous  and  muscular  coats  of  both  about  a quarter  of  an  inch  beyond 
and  below  one  end  of  the  proposed  incision.  The  stitch  is  carried  through 
the  serous  and  muscular  coats  only  and  is  drawn  to  about  the  centre  of  its 
length  and  then  tied.  One  needle  is  given  to  an  assistant  to  hold  whilst 
the  surgeon  proceeds  with  the  other  to  connect  the  opposed  surfaces  of  the 
jejunum  and  the  stomach  below  the  proposed  incision  by  a continuous 
running  stitch  (see  Fig.  68).  This  suture  extends  to  about  half  an  inch 
beyond  the  opposite  end  of  the  proposed  incision,  when  it  is  knotted  and 


Fig.  68. — Posterior  Gastro-Enterostomy.  Attaching  the  jejunum  to  the  stomach. 

The  line  of  incision  has  been  marked  out  on  the  serous  coats  of  the  stomach  and  the 
jejunum,  and  the  two  portions  of  the  alimentary  canal  are  now  attached  by  the  sero* 
muscular  running  suture  shown  in  the  figure.  When  it  has  reached  the  poinis  shown 
above,  the  ends  are  given  to  an  assistant  to  hold,  and  the  surgeon  proceeds  to  complete 
the  opening.  This  suture  corresponds  to  that  marked  ab  in  the  following  figure. 

the  end  of  the  suture  given  to  the  assistant.  This  secures  the  serous  surfaces 
together  throughout  the  whole  of  the  posterior  portion  of  the  anastomosis. 
Either  the  continuous  running  suture  above  described  may  be  employed, 
or,  if  preferred,  the  ordinary  button-hole  stitch  (see  Part  L,  p.  158) ; if  the 
former,  which  is  much  the  easier,  be  used  care  must  be  taken  to  avoid 
puckering  up  the  surfaces ; if  the  latter,  the  serous  surfaces  must  be  well 
approximated  each  time  the  needle  is  passed  through.  The  two  ends  of 
this  suture  are  now  held  by  the  assistant  and  the  surgeon  completes  the 
incision  for  the  anastomosis.  The  best  plan  is  to  open  the  jejunum  first,  as 
there  is  less  likelihood  of  its  contents  escaping,  whereas  it  is  advisable  to 
open  the  stomach  at  the  last  minute  so  as  to  avoid  the  possibility  of  the 
escape  of  contents  whilst  the  jejunum  is  being  incised.  The  opening  is 
made  with  a sharp  knife,  completing  the  division  of  the  muscular  coat  and 
going  through  the  mucous  membrane ; it  runs  the  whole  length  of  the  prelim- 
inary incision  through  the  serous  coat  (see  Fig.  69,  A).  Anything  that  escapes 
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from  the  opening  is  carefully  wiped  up  on  mops  that  are  not  used  again 
during  the  operation.  A suture  of  stout  catgut  or  silk  threaded  similarly  to 
the  first  is  now  taken  and  made  to  unite  the  adjacent  lips  of  the  openings 
in  the  stomach  and  the  jejunum,  which  may  if  necessary  be  temporarily 
approximated  by  catch  forceps.  This  suture  should  commence  at  one  end 
of  the  incision,  and,  going  through  all  the  coats  on  both  sides,  firmly  unites 
them  and  by  its  pressure  stops  any  bleeding.  It  should  be  the  ordinary 
running  stitch  and  is  carried  completely  around  the  aperture  and  the  two 
ends  of  the  suture  are  then  knotted  together,  taking  care  not  to  purse  up  the 
orifice  (see  Fig.  69,  B and  C) 


Fig.  69. — Posterior  Gastro-Enterostomv.  Making  the  anastomotic  openhtg. 

In  A the  opening  into  the  ^tomach  and  that  into  the  jejunum  have  been  made.  In  B 
the  adjacent  lips  of  these  two  openings  have  been  untied  by  a suture  talcing  up  all  the 
coats,  and  carried  round  half  the  circumference  of  the  opening.  In  C this  suture  has 
been  compleied  bv  carrying  it  entirely  around  ihenpening  and  lying  its  ends  together. 

Finally,  in  D the  operation  has  been  completed  by  carrying  the  original  sero*muscular 
suture  rirsi  introduced  (see  Fig.  68)  round  outside  the  inner  suture  and  tying  its  two  ends. 

.9=stomach  (post.  wall).  /=jejunum.  outer  sero-mtiscular  suture.  c/?'=inner 

continuous  suture  uniting  the  adjacent  edges  of  the  openings  in  the  stomach  and  jejunum 
•and  taking  up  all  three  coats  of  each. 

The  line  of  union  is  now  carefully  mopped  up  with  sterilised  swabs 
so  as  to  remove  any  traces  of  extravasated  gastric  contents,  and  all  that 
remains  is  to  finish  off  the  original  suture,  the  ends  of  which  have  been 
left  long  and  entrusted  to  the  assistant.  This  when  completed  takes  up  the 
adjacent  sero-muscular  surfaces  about  a quarter  of  an  inch  external  to  the 
continuous  suture  just  inserted.  The  surgeon  will  generally  proceed  by  using 
the  end  of  the  suture  which  was  left  long  in  the  first  instance  and,  when  this 
reaches  the  one  inserted  along  the  posterior  surface,  the  ends  of  the  two  are 
tied  together  and  cut  short  (see  Fig.  69,  D).  The  continuous  suture  uniting 
all  the  coats  is  thus  buried  front  and  back  and,  by  commencing  the  .sero- 
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muscular  suture  in  this  manner,  first  of  all  along  the  posterior  aspect  of  the 
anastomosis,  there  is  no  difficulty  whatever  in  securing  approximation  all  the 
way  around  the  opening. 

The  final  steps  in  the  operation  consist  in  swabbing  up  carefully  the 
area  of  operation  with  mops  dripping  with  normal  saline  solution,  removing 
the  abdominal  packing  and  the  intestinal  clamps  and  dropping  the  stomach 
back  into  the  abdominal  cavity.  When  removing  the  packing,  special  atten- 
tion should  be  paid  to  the  cleansing  of  the  pferitoneal  surface  in  the  neigh- 
bourhood of  the  posterior  line  of  union  because  it  is  here  that  soiling  is  most 
likely  to  occur. 

When  the  stomach  is  finally  dropped  back  into  position,  the  anasto- 
mosis should  be  carefully  examined  to  see  whether  there  is  any  tendency 
to  kinking  of  the  efferent  portion  of  the  intestine,  and  it  is  a good  plan 
in  all  cases  to  take  the  precaution  to  insert  one  or  two  stitches  between 
the  efferent  loop  of  the  jejunum  and  the  stomach  wall  so  as  to  make  that 
portion  of  the  bowel  leave  the  opening  in  a gradual  incline  and  thus  to 
prevent  any  risk  of  kinking  and  the  establishment  of  a vicious  circle.  On 
the  proximal  side  of  the  opening  stitches  are  unnecessary  as  the  intestine 
comes  straight  from  the  pancreas  and  is  not  likely  to  become  kinked.  The 
abdominal  wall  is  closed  in  the  usual  way  (see  p.  190).  If  the  patient  be  at 
all  collapsed  it  is  well  to  fill  up  the  abdominal  cavity  with  as  much  hot  normal 
saline  solution  (105°  F.)  as  it  will  hold. 

Anterior  gastro-efiterosto?ny. — This  form  of  the  operation  is  divided  into 
two  varieties  called  the  pre-colic  and  retro-colic  forms,  but  for  reasons  already 
given  (see  p.  241)  we  do  not  advise  the  latter  and  shall  only  describe  the 
former. 

After  the  jejunum  has  been  identified  and  its  direction  made  out,  the 
stomach  with  the  transverse  colon  and  the  omentum  are  replaced  in  position 
in  the  abdomen  and  a portion  of  the  jejunum  is  found  that  will  easily  rest 
on  the  anterior  surface  of  the  stomach  without  any  tension  and  without 
constricting  the  transverse  colon,  across  which  of  course  it  must  pass. 
Should  the  portion  first  taken  prove  too  short,  a loop  further  down  should 
be  chosen.  It  is  absolutely  essential  for  the  success  of  the  operation  that 
there  should  be  no  possibility  of  the  intestine  cramping  the  movements 
of  the  transverse  colon.  The  anastomosis  is  usually  satisfactory  if  a point 
about  two  feet  from  the  commencement  of  the  jejunum  be  selected. 
The  distance  should  not  in  any  case  be  much  greater  than  this  as  other- 
wise an  unduly  heavy  intestinal  loop  will  exist  between  the  duodenum  and 
the  opening  and  this,  when  filled  with  bile  and  pancreatic  secretion,  might 
pull  unduly  and  cause  a vicious  circle.  When  choosing  the  loop,  care  must 
also  be  taken  to  see  that  the  peristaltic  current  is  in  the  proper  direction, 
namely  from  left  to  right.  The  jejunum  is  now  clamped  on  either  side  of 
the  proposed  artificial  opening,  as  already  described,  and  the  abdominal 
cloths  are  carefully  arranged  so  as  to  shut  off  the  area  of  operation  from 
the  rest  of  the  peritoneal  cavity.  Practically  speaking  the  operation  can 
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Fro.  70. — Anterior  Gastro-Enterostomy.  The  upper  figure  shows  the  jejunum 
attached  to  the  anterior  surface  of  the  stomach  by  the  lower  half  of  the  continuous  sero- 
muscular suture.  The  proposed  incisions  into  the  stomach  and  the  jejunum  have  been 
marked  with  the  knife  on  the  peritoneal  surfaces. 

The  lower  figure  is  designea  to  show  how  the  “ anti-kinkIng  **  sutures  arc  inserted  after 
the  operation  is  completed  and  the  clamps  removed.  Four  or  five  interrupted  sero- 
muscular stitches  are  inserted  after  the  jejunum  has  been  arranged  so  as  to  lie  in  a bold 
curve  on  the  stomach  wall. 
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be  done  entirely  outside  the  abdomen  by  pulling  the  stomach  well  out 
into  the  wound  and  packing  abdominal  cloths  all  around.  The  proposed 
opening  is  now  marked  out  on  the  adjacent  surfaces  of  the  stomach  and 
intestine,  as  in  the  former  case ; that  on  the  stomach  should  be  situ- 
ated nearer  the  greater  than  the  lesser  curvature,  as  near  to  the  pyloric 
end  as  convenient  and  should  be  inclined  obliquely  from  above  downwards 
and  from  left  to  right.  A sufficiently  long  jejunal  loop  should  be  taken 
to  allow  the  intestine  to  slope  gently  down  from  left  to  right  without  any 
kinking  towards  the  left  hand  end  (see  Fig.  70). 

The  next  step  of  the  operation,  namely,  the  insertion  of  the  sero-muscular 
suture  below  the  margin  of  the  anastomotic  opening,  is  performed  in  exactly 
the  same  manner  as  for  the  posterior  operation  (see  p.  249).  When  this  is  in 
place,  the  surgeon  proceeds  to  open  the  jejunum  first  and  then  the  stomach ; 
in  the  latter  organ  very  effectual  compression  may  here  be  made  by  the 
fingers  of  an  assistant  applied  all  round  the  opening.  The  steps  of  the 
actual  anastomosis  are  identical  with  those  in  the  posterior  operation  (see 
p.  250),  and  when  done,  the  clamps  and  packing  are  removed  and  the  parts 
put  back  into  position;  finally,  a most  careful  examination  must  be  made 
of  the  anastomosis  to  see  that  no  kinking  is  likely  to  occur.  This  is  a point 
of  the  very  highest  practical  importance  and  no  consideration  of  time  should 
ever  be  allowed  to  override  it.  It  is  a good  plan  to  insert  two  or  three 
interrupted  sero-muscular  sutures  between  the  adjacent  surfaces  on  both 
sides  of  the  anastomotic  opening  and,  previous  to  doing  this,  to  arrange  the 
jejunum  on  the  stomach  so  that  kinking  cannot  take  place  and  that  the 
intestine  forms  a gentle  curve  both  to  and  from  the  anastomosis.  Should 
the  surgeon  find  that  kinking  does  occur  and  that  it  is  impossible  to  rectify 
it  by  suturing  in  this  manner,  he  must,  sooner  than  leave  the  condition 
alone,  adopt  one  of  two  alternatives.  He  must  either  divide  the  small 
intestine  on  the  proximal  side  of  the  anastomosis,  invaginate  the  end  next 
the  opening  in  the  stomach  and  implant  the  other  end  laterally  into  the 
intestine  below  the  anastomosis— f.^.,  he  must  employ  the  Y-method  of 
gastro-enterostomy,  which  is  fully  described  later  (see  p.  256;— or  he 
must  do  a lateral  anastomosis  between  the  afferent  and  the  efferent  loops 
well  below  the  opening  into  the  stomach.  Both  these  operations  will  be 
dealt  with  in  connection  with  the  vicious  circle  and  its  treatment.  The  first 
method  will  probably  be  chosen  if  time  allows ; the  second,  which  can  be 
done  by  Murphy’s  button,  if  speed  be  of  great  consequence. 

Modifications  of  the  operation. — Various  modifications  have  been  intro- 
duced to  avoid  the  various  inconveniences  to  which  the  operation  is  liable. 
Thus,  in  order  to  avoid  pressure  of  the  intestine  upon  the  colon  and  vice 
versa,  in  the  anterior  operation,  it  has  been  advised  that  a coil  of  the  ileum 
should  be  employed  for  anastomosis  instead  of  the  jejunum.  This  is  how- 
ever not  only  unnecessary  but  actually  harmful  in  that  it  cuts  off  a very 
important  portion  of  the  intestine  from  the  intestinal  circuit  and  moreover 
a point  about  two  feet  from  the  commencement  of  the  jejunum  usually 
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satisfies  the  demands  of  any  case.  Another  plan  to  obviate  the  same 
trouble  is  to  split  the  omentum  vertically  and  to  carry  the  loop  through  this 
to  the  anterior  wall  of  the  stomach.  This  has  been  suggested  chiefly  lest 
the  omentum  should  become  the  seat  of  an  extensive  deposit  of  fat  and 
thus  press  injuriously  on  the  intestine,  but  the  procedure  possesses  no 
particular  advantage,  d'he  other  method,  namely,  the  retro-colic  form  of 
the  anterior  operation,  has  already  been  referred  to  (see  p.  241).  Of  course 
if  the  posterior  operation  be  performed  these  troubles  will  be  avoided,  but 
if  the  anterior  form  be  done  as  above  described  it  will  probably  meet  the 
requirements  of  the  great  majority  of  cases. 

The  vicious  circle  and  its  prevention. — Kocher's  operation. — The 
avoidance  of  kinking  with  its  consequent  vicious  circle  which  has  already 
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Fig.  71. — Kocher’s  Gastro-Enterostomy  (diagrammatic).  In  A the  jejunum  (/) 
has  a crescentic  incision  made  into  it,  and  is  attached  to  the  stomach  (S)  by  the  con- 
tinuous suture  ad.  The  incision  into  the  jejunum  makes  a flap  (tf),  the  base  of  which  is 
sutured  in  B to  the  stomach  below  the  opening  by  the  continuous  suture  cd. 
Both  sutures  are  sero-muscular  only.  In  C the  operation  has  been  completed  by  carrying 
the  continuous  suture  ad  all  round  the  opening.  D shows  a diagrammatic  section 
indicating  the  theoretical  action  of  the  valve-like  flap  of  jejunum  (<.’)  with  regard  to  the 
currents  coming  from  the  stomach  on  the  one  hand,  and  the  duodenum  on  the  other. 


been  referred  to  (see  p.  243),  is  very  important  and  various  plans  have  been 
suggested  to  this  end.  Some,  such  as  Kocher,  make  a linear  incision  into 
the  stomach  and  a curved  one  into  the  intestine  so  as  to  form  a flap  like  the 
end  of  the  thumb  which  has  its  base  towards  the  left.  The  idea  is  that  the 
flap  hangs  down  into  the  lumen  of  the  intestine  and  acts  as  a sort  of  valve 
guiding  materials  from  the  stomach  into  the  efferent  loop.  The  probability 
is  that  this  flap  does  not  act  so  well  as  it  is  supposed  theoretically  to  do.  It 
retracts  in  the  first  instance  when  it  is  cut  and  must  shrink  still  further 
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during  healing,  so  that  ultimately  there  is  probably  very  little  valvular 
action.  The  operation  no  doubt  gives  a free  opening  from  the  stomach  into 
the  intestine  and  it  is  possible  that  the  shrunken  flap  may  help  as  a sort  of 
spur  in  the  early  stages  to  prevent  the  contents  of  the  duodenal  loop  finding 
their  way  into  the  stomach,  but  it  is  hardly  to  be  expected  that  it  can 
act  as  a valve  that  hangs  down  and  controls  the  passage  of  the  intestinal 
contents.  A glance  at  Fig.  7 1 will  show  how  the  operation  is  done. 

The  ^ -operation. — Another  plan  for  avoiding  the  formation  of  a vicious 
circle  which  is  especially  applicable  when  it  is  impossible  to  fix  the  in- 
testine to  the  stomach  without  kinking, — as  will  be  the  case  when  only 
a small  portion  of  healthy  stomach  wall  is  available  for  anastomosis, — is 
the  operation  that  goes  by  the  name  of  the  Y-operation.  In  it  the 
afferent  loop  is  divided  transversely  just  before  the  gastro-enterostomy 
opening  is  reached ; the  distal  side  of  this  division  is  then  invaginated 
and  permanently  closed,  whilst  the  proximal  side  is  implanted  into  the 
efferent  loop  laterally  some  inches  below  the  seat  of  the  gastro-enterostomy. 
Here  the  contents  (bile  and  pancreatic  secretion)  of  the  afferent  or  duodenal 
loop  enter  the  small  intestine  well  below  the  orifice  in  the  stomach,  whilst  the 
gastric  contents  have  no  option  but  to  travel  in  the  right  direction  along 
the  efferent  loop.  Theoretically  this  is  a most  satisfactory  operation  ; 
practically  it  is  somewhat  complicated  and  is  apt  to  take  a good  deal  of 
time  and  thus  to  be  too  severe  unless  the  patient’s  condition  be  good. 

The  simplest  plan  of  performing  the  operation  is  to  proceed  as  for 
gastro-enterostomy  up  to  the  point  at  which  the  jejunum  is  identified. 
This  structure  is  examined  and  a careful  selection  is  made  of  the  spot  at 
which  its  division  is  to  be  effected.  This  will  vary  according  to  whether  the 
anastomosis  is  to  be  on  the  anterior  or  the  posterior  surface  of  the  stomach ; 
as  a rule  it  is  done  in  the  former  case  as  there  is  not  so  much  risk  of  the 
formation  of  a vicious  circle  if  the  ordinary  posterior  form  of  gastro- 
enterostomy be  performed.  The  jejunum  is  now  clamped,  the  upper  clamp 
being  placed  about  three  inches  above  the  site  of  division,  the  lower, 
an  inch  below  it,  the  contents  of  the  intestine  being  squeezed  out 
between.  The  jejunum  is  now  cut  cleanly  across  transversely  to  its  long 
axis  or  preferably  slightly  obliquely  from  above  downwards  from  its  convex 
to  its  mesenteric  border,  and  the  mesentery  is  also  torn  in  a continuation 
of  this  incision  backwards  for  two  or  three  inches.  The  open  end  of  the 
duodenal  loop  is  now  covered  up  in  a sterilised  cloth  and  given  to  an 
assistant  who  holds  it  out  of  the  way  during  the  next  stages  of  the  operation, 
which  consist  in  implanting  the  open  end  of  the  efferent  or  jejunal  loop  into 
an  incision  on  the  anterior  wall  of  the  stomach  made  similarly  to  that  for 
the  ordinary  anterior  gastro-enterostomy.  The  sutures  are  inserted  in  the 
same  way  beginning  with  the  lower  half  of  the  outer  sero-muscular  suture  of 
fine  silk,  continuing  with  the  inner  stout  suture  of  catgut  or  silk  uniting 
all  the  coats  of  the  stomach  and  jejunum  completely  around  the  orifice, 
and  terminating  with  the  completion  of  the  original  sero-muscular  suture. 
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Finally  the  open  end  of  the  afferent  or  duodenal  loop  i,s  uncovered  and  is 
implanted  by  lateral  anastomosis  into  the  convex  border  of  the  efferent  or 
jejunal  loop  about  two  or  three  inches  below  the  gastro-enterostomy 
opening  (see  Fig.  72).  Before  this  anastomosis  is  done  it  is  important 
to  insert  another  clamp  upon  the  efferent  loop  immediately  below  the 
entero-enterostomy  orifice  to  prevent  the  intestinal  contents  escaping 
through  the  lateral  incision  in  the  intestine.  The  lateral  implantation  is 
done  in  the  same  way  as  the  gastro-enterostomy.  All  that  now  remains 
to  do  is  to  remove  the  clamps  and  to  put  one  or  two  catgut  stitches  into 
the  tear  in  the  mesentery. 


Fig.  72. — The  Y-Operation  in  Anterior  Gastro-Entekostomy.  If  this  be  com- 
pared with  Fig.  70  it  will  be  seen  that  the  loop  of  jejunum  there  shown  h:is  been  cut 
across  between  the  clamps,  another  clamp  applied  below  the  distal  one,  and  the  open 
distal  end  of  the  jejunum  implanted  into  the  anterior  surface  of  the  stomach  while  the 
proximal  end  is  implanted  laterally  into  the  iejunum  below  the  gastro-enterostomy 
opening.  The  operation  shown  above  is  done  by  simple  suture. 


Another  way  of  doing  the  same  operation  is  to  proceed  to  perform  an 
anterior  gastro-enterostomy  in  the  ordinary  manner  first  of  all  (see  p.  252) 
and  then  to  divide  the  jejunum  on  the  proximal  side  of  the  anastomosis 
and  to  implant  the  open  duodenal  end  laterally  into  the  small  intestine  well 
below  the  gastro-enterostomy,  invaginating  and  permanently  closing  the  other 
end.  On  the  whole  the  first  method  is  probably  the  better  as  there  is  some 
risk  of  disturbing  the  gastro-enterostomy  sutures  when  dividing  and  invagi- 
nating the  open  end  of  the  bowel,  through  which,  moreover,  it  is  difficult 
to  prevent  the  escape  of  gastric  contents. 

This  operation  is  undoubtedly  absolutely  preventive  of  the  extremely 

grave  condition  of  “vicious  circle,”  but  its  severity  is  such  that  it  is  not 
PT.  VI.  R 
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advisable  to  perform  it  in  all  cases.  We  should  give  the  following  as 

the  indications  for  its  use.  When  there  is  extensive  perigastritis  with  many 
adhesions  and  much  deformity  of  the  stomach  the  surgeon  may  be  unable 
to  apply  the  intestine  so  as  to  be  sure  that  subsequent  kinking  cannot  occur, 
and  it  has  even  happened  to  us  that  in  a case  of  this  kind  secondary 
kinking  has  resulted,  in  spite  of  the  most  careful  suturing  at  the  time  of 
the  operation,  from  the  distortion  of  the  small  intestine  by  the  contraction 
of  the  perigastric  adhesions  ; this  is  a point  of  considerable  practical 
importance.  A similar  remark  applies  in  extensive  cancer  of  the  pylorus 
where  the  anastomosis  has  to  be  made  at  the  extreme  left  end  of  the  stomach 
and  where  therefore  kinking  is  almost  certain  to  occur.  The  operation 
may  also  be  necessary  in  hour-glass  contraction  of  the  stomach  where  the 
constriction  is  so  near  the  cardiac  end  as  to  leave  only  a small  surface 
for  anastomosis. 

The  Y-operation  should  not  be  done  however  in  any  of  these  cases 
if  the  patient  be  very  feeble,  as  it  practically  doubles  the  severity  of 


Fig.  73. — Entero-Enterostomy  for  the  cure  of  the  “Vicious  Circle.”  A fresh 
anastomotic  opening  is  made  between  the  afferent  and  efferent  loops  through  which  the 
contents  (W)  of  the  duodenum  can  pass  direct  into  the  efferent  loop  without  passing 
through  the  gastro-enterostomy  opening  (n)  into  the  stomach.  Also,  if  the  stomach 
current  (a)  passes  into  the  duodenal  loop  it  will  escape  into  the  efferent  portion  of  the 
bowel  in  the  direction  of  the  arrows  />,  (>'. 


the  operation,  and  would  be  likely  to  prove  fatal  from  shock.  However 
something  of  the  kind  is  absolutely  called  for  in  all  the  cases  that  we  have 
mentioned,  and  in  practically  all  of  them  the  posterior  gastro-enterostomy 
is  not  feasible.  Under  these  circumstances  we  should  be  inclined  to 
recommend  that,  in  addition  to  the  gastro  enterostomy,  an  entero  enterostomy 
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or  lateral  anastomosis  between  the  afferent  and  efferent  loops  below  the 
stomach  opening  should  be  employed  in  preference  to  the  Y-operation 
(see  Fig.  73).  The  reason  for  this  is  that  such  an  operation  is  very 
rapidly  done  and  can  be  effected  if  necessary  with  a Murphy’s  button  or 
a Mayo  Robson’s  bobbin. 

Artificial  aids  to  anastomosis. — For  efficiency  nothing  compares  with 
simple  suture  in  gastro-enterostomy.  At  the  same  time  it  must  be  admitted 
that,  even  in  the  most  skilful  hands,  it  takes  a fairly  considerable  time, 
and  of  recent  years  many  most  ingenious  artificial  aids  have  been  introduced 
to  facilitate  the  anastomosis  and  thus  to  shorten  the  length  of  time  taken 
by  the  operation  and  consequently  the  shock  to  which  the  patient  is  exposed. 
Some  surgeons  on  the  other  hand  go  in  the  opposite  direction,  and  are  at 
the  pains  to  make  the  anastomosis  with  a triple  row  of  sutures ; this  however 
unduly  prolongs  the  operation  and  is  quite  unnecessary.  Other  surgeons 
again  use  interrupted  sutures,  such  as  the  ordinary  Lembert’s  or  Halsted’s 
(see  p.  213),  but  these  not  only  require  considerable  skill  in  their  applica- 
tion, but  any  one  misplaced  stitch  may  vitiate  the  whole  operation ; they 
are  therefore  being  largely  supplanted  by  the  continuous  form.  Another 
method,  to  which  we  shall  do  no  more  than  refer,  is  that  known  as  Maunsell’s 
method,  which  finds  a place  in  all  text-books  upon  this  subject.  We  are 
strongly  of  opinion  that  not  only  does  it  possess  no  advantage  over  the 
operations  that  we  have  described  in  any  respect,  but  that  it  is  actually 
more  difficult,  particularly  for  a beginner. 

On  the  other  hand,  considerable  value  attaches  to  various  mechanical 
aids  in  the  performance  of  this  operation.  These  are  valuable  in  two  ways ; 
they  shorten  the  operation  under  any  circumstances  and  therefore  diminish 
shock,  — a point  of  importance  in  some  cases, — and  they  have  in  addition  the 
great  value  that  they  place  the  operation  within  reach  of  those  who  are 
not  specially  skilled  in  intestinal  suture.  They  are  all  based  on  the  same 
principle,  namely,  they  afford  a mechanical  support  around  which  the 
bowel  is  united,  this  support  remaining  in  position  for  a period  varying 
according  to  the  nature  of  the  appliance.  While  preferring  simple  suture 
in  all  cases  where  time  is  not  an  absolute  essential,  we  are  of  opinion  that 
some  of  these  methods  have  a great  value,  and  the  best  of  them,  namely, 
Mayo  Robson’s  bone  bobbins  and  Murphy’s  button,  we  shall  describe  in 
detail  as  every  surgeon  should  at  least  possess  these  amongst  his  instruments. 
Senn’s  bone  plates,  which  were  the  pioneers  of  these  artificial  aids,  although 
of  great  service  at  one  time,  have  had  their  day,  and  are  entirely  replaced  by 
the  more  modern  methods. 

Mayo  Robson's  bobbins. — These  are  hollow  cylinders  of  decalcified  bone,  • 
shaped  as  shown  in  P'ig.  74,  and  of  different  sizes  for  use  in  different 
situations.  They  have  the  great  advantage  that  they  enable  the  operation 
to  be  performed  rapidly,  and  the  suture  is  likely  to  be  more  safe  in  the 
hands  of  a beginner  when  performed  with  their  aid  than  when  simple 
suture  alone  is  employed.  The  points  aimed  at  in  the  bobbin  are  to 
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secure  a mechanical  support  upon  which  to  perform  the  suture  as  rapidly  as 
possible,  to  make  this  support  of  such  a nature  that  it  has  a large  lumen 
in  proportion  to  the  size  of  the  bobbin  and  therefore  permits  the  passage 
of  the  intestinal  contents  through  it  from  the  time  of  the  anastomosis, 
and  lastly,  and  perhaps  most  important  of  all,  to  make  it  of  a material 
that  disappears  after  a very  short  time,  so  that  it  is  impossible  for  it 


Fin,  74. — Mayo  Robson’s  Decalcified  Bone  Bobbins.  The  larger  size  is  suitable 
for  the  colon,  the  smaller  for  the  small  intestine.  The  drawings  are  full  size. 


to  remain  as  a foreign  body  in  the  intestinal  canal.  The  largest  sized 
bobbin  that  the  intestine  will  admit  should  always  be  used  in  all  cases, 
and  in  gastro-enterostomy  it  is  introduced  as  follows : 


Fiu.  75- — Gastko-Kntkrostomy  by  Mayo  Robson’s  Bobbin.  Inserting  the  bobbin. 
The  lower  of  the  two  sutures  is  the  sero-muscular  one,  the  upper  one  is  the  c.ntgut  stitch 
uniting  the  lips  of  the  incision  in  the  stomach  to  that  in  the  jejunum.  Both  have  been 
carried  half  way  round  and  at  this  stage  the  bobbin  is  introduced. 


After  the  proposed  incision  has  been  marked  out  upon  the  adjacent 
stomach  and  jejunal  walls  and  previous  to  opening  either  of  them,  a 
sero-muscular  suture  of  medium  silk,  about  eighteen  inches  long  and 
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threaded  with  a fully-curved  needle  at  each  end,  is  inserted  about  a 
quarter  of  an  inch  below  the  proposed  opening  in  exactly  the  same  way 
as  is  the  first  or  outer  stitch  in  gastro-enterostomy  by  simple  suture 
(see  Fig.  68) ; the  two  ends  of  this  are  given  to  an  assistant  to 
hold.  The  stomach  and  jejunum  are  opened  and  a second  catgut  suture 
taking  up  the  entire  thicknesses  of  the  adjacent  posterior  or  lower  lips  of 
the  incisions  in  the  stomach  and  jejunum  is  introduced  exactly  as  for 
simple  suture  (see  Fig.  69,  £).  When  the  entire  lower  lip  of  the  incision 
is  thus  united,  the  two  ends  of  this  suture  are  also  given  to  the  assistant 
to  hold  whilst  the  surgeon  takes  a bobbin  of  suitable  size  and  introduces 
one  end  into  the  opening  in  the  stomach  and  the  other  into  that  in  the 


Fig.  76. — Gastro-Entekosiomy  uy  Mayo  Robson’s  Bobbin.  Comfileting  the  anas- 
tomosis. The  figure  shows  well  how  the  bobhin  is  held  in  place  while  the  stitch  uniting 
the  cut  edges  of  the  stomach  and  jejunum  is  completed.  When  this  is  done,  the  outer 
sero-muscular  suture,  the  ends  of  which  are  seen  In  the  figure,  is  completed. 


jejunum,  keeping  the  bobbin  in  position  by  placing  the  thumb  and  fore- 
finger of  the  left  hand  over  it  through  the  intestinal  coats  (see  Figs.  75,  76). 
With  the  other  hand^  one  end  of  the  inner  stout  catgut  suture  is  taken 
and  the  approximation  of  the  divided  visceral  walls  is  completed, 
tqking  up  all  the  coats  of  the  adjacent  edges  as  before.  The  two  ends 
of  this  suture  are  then  drawn  together  around  the  bobbin,  so  that  the 
line  of  union  lies  in  the  shallow  groove  in  the  centre,  and  it  is  tied  as 
firmly  as  possible ; this  of  course  effectually  shuts  off  the  intestinal 
canal  and  at  the  same  time  fixes  the  bobbin  so  that  it  cannot  slip.  All 

'Should  the  surgeon  require  both  hands  free  for  introducing  the  suture,  the  bobbin  is 
kept  in  place  during  the  completion  of  the  deeper  suture  liy  the  thumb  and  forefinger  of 
an  assistant. 
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that  now  remains  to  be  done  is  to  complete  the  original  outer  or  sero- 
muscular suture,  the  two  ends  of  which  are  tied  together  moderately 
tightly  and  cut  short.  The  clamps  are  then  removed  and  the  operation 
is  complete.  It  is  usual  to  put  in  a double  suture  in  this  ■ manner,  but, 
should  the  case  demand  great  speed,  it  is  claimed  that  the  operation 
may  be  performed  by  a single  suture  taking  up  the  serous  and  muscular 
coats  throughout. 

It  is  evident  that  this  method  of  suture  is  almost  the  same  as  that 
employed  for  simple  suture  without  artificial  aid,  and  that  nearly  the  same 
length  of  time  must  be  consumed  in  it.  The  primary  object  of  the  bobbin, 
therefore,  is  to  give  a mechanical  support  and  to  enable  the  opening  to  be 
closed  with  great  accuracy  and  without  pursing  up  the  suture.  It  is 
therefore  especially  valuable  in  the  hands  of  those  who,  from  want  of  ex- 
perience, are  not  confident  of  their  power  to  approximate  the  intestinal 
surfaces  throughout  by  simple  suture  so  accurately  that  there  shall  be  no 
leakage.  It  has  the  disadvantage  over  Murphy’s  button  (vide  infra),  in  that  it 
takes  somewhat  longer  to  introduce,  but  it  has  the  enormous  advantage  over  it 
in  that  it  possesses  a large  lumen  so  that  there  is  no  obstruction  to  the  passage 
of  intestinal  contents,  and  in  that,  being  made  of  decalcified  bone,  it 
rapidly  disappears  and  cannot  block  the  intestinal  canal.  As  a matter  of  fact, 
the  bobbin  when  in  contact  with  water  softens  with  great  rapidity,  so  that  it 
is  advisable  not  to  remove  it  from  the  absolute  alcohol  in  which  it  is  sent  out 
from  the  makers  until  a few  minutes  before  it  is  inserted  into  the  intestine, 
when  it  is  just  washed  through  a watery  solution  and  inserted  if  allowed  to 
soak  in  water  or  carbolic  solution  during  the  earlier  stages  of  the  operation 
it  will  be  too  soft  to  be  of  any  use.  It  never  reappears,  as  it  first  softens  and 
then  becomes  digested  j it  entirely  disappears  in  a very  short  time,  and,  in 
our  own  practice,  we  have  seen  the  semi-digested  bobbin  vomited  within  nine 
hours  of  the  operation  so  much  altered  that  it  was  only  just  recognisable. 
It,  therefore,  cannot  possibly  do  harm  from  its  presence  in  the  intestine. 

Murphy's  button.- — This  ingenious  contrivance  enables  the  surgeon  to 
effect  the  anastomosis  in  a minimum  period  and  with  a minimum  of  suture, 
whilst  at  the  same  time  it  insures  an  absolutely  perfect  approximation  when 
properly  applied.  The  button  (see  Fig.  77)  consists  of  two  halves,  which 
are  termed  male  and  female,  with  a hollow  central  stem  through  which 
the  circulation  of  the  intestinal  contents  is  able  to  take  place.  The  two 
halves  are  so  made  that,  whereas  they  can  be  rapidly  pressed  together,  they 
cannot  be  separated  afterwards  except  by  a process  of  unscrewing.  This 
enables  the  button  to  be  introduced  very  rapidly  and  insures  that  the  two 
halves  shall  not  come  apart  when  it  is  in  position.  In  order  to  avoid 
undue  pressure  upon  the  portions  of  bowel  nipped  between  the  flanges  of 
the  button,  as  would  happen  were  this  pressed  home  unduly  forcibly,  and 
also  to  prevent  the  possibility  of  leakage  as  the  compressed  portions  under- 
go thinning  and  slough,  the  male  portion  is  provided  with  an  inner  flange 
which  is  actuated  by  a spring  so  arranged  that  a constant  pressure 
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is  always  maintained.  The  buttons  are  of  various  sizes  to  fit  the 
various  portions  of  the  intestinal  tract,  to  any  or  all  of  which  they  are 
applicable.  When  properly  applied,  the  pressure  of 
the  button  aided  by  the  spring  flange  causes  a local- 
ised atrophy  or  gangrene  of  the  portions  nipped 
between  the  two  halves  and  this  is  accompanied  by 
an  adhesive  peritonitis  which  glues  together  the  serous 
coats  of  the  approximated  ends.  When  the  gan- 
grenous portion  separates,  the  button  becomes  loose 
in  the  intestinal  canal  and  the  two  approximated  ends 
are  firmly  united  by  adhesive  peritonitis,  while  at  the 
same  time  the  openings  into  the  two  portions  of  the 
intestinal  canal  are  of  the  same  size.  If  the  button 
be  properly  applied,  no  leakage  can  possibly  occur 
in  the  first  instance  because  it  is  quite  easy  to  insure 
mechanically  perfect  approximation  and,  until  the 
button  has  become  loosened  by  the  necrotic  processes, 
no  escape  of  intestinal  contents  can  possibly  occur. 

The  button  is  employed  as  follows  : 

The  early  stages  of  the  operation  are  similar  to  those  of  simple  suture. 


Fig.  77.  — Murphy’s 
Hutton  for  Intestinal 
Anastomosis.  The  button 
shown  above  is  the  full  size 
that  would  be  used  for 
gastro-enterostomy. 


F*ig.  78. — Gastko‘Kn'1  KROSTOMY  HY  Murphy’s  Hutton.  Insertion  of  the  purse- 
string  sutures.  The  jejunum  is  applied  to  the  anterior  wall  of  the  stomach  and  the 
Intended  incisions  are  marked  out  on  the  peritoneal  coats.  The  suture  in  the  jejunum 
is  completed  and  in  the  stomach  nearly  so. 


When  the  opening  has  been  marked  out  on  the  stomach  and  jejunum  a large 


264  the  surgical  affections  of  the  stomach. 


fully-curved  needle  threaded  with  medium-sized  silk  is  introduced  as  shown 
in  the  diagram  (see  Fig.  78),  being  carried  through  all  the  coats  of  the 
stomach  so  as  to  take  them  up  in  a running  purse-string  suture,  about  a 
sixth  of  an  inch  all  round  outside  the  proposed  line  of  incision,  which 
should  always  be  marked  out  in  the  first  place  and  should  not  exceed  in 
length  two-thirds  of  the  diameter  of  the  button.  A similar  suture  should  be 
introduced  through  the  wall  of  the  jejunum,  and  the  two  ends  of  each  are 
left  long  and  clamped  in  forceps. 

The  incision  in  the  stomach  should  now  be  completed  by  carrying  it 
through  the  mucous  membrnne.  The  female  portion  of  the  button  is 


Fig.  79. — Gastro-Enterostomy  hy  Murphy's  Button.  Inse7‘tion  of  the  halves  of 
the  button.  The  male  half  of  the  button  is  being  introduced  into  the  jejunum.  The 
figure  shows  how  the  button  is  grasped  and  tilted  so  as  to  insinuate  it  into  the  relatively 
small  incision.  The  other  half  has  already  been  introduced  into  the  stomach,  and  the 
purse-string  suture  drawn  tight  and  tied  around  its  stem.  The  button  is  held  up  out  of 
the  way  by  an  assistant  who  holds  the  forceps  grasping  the  button. 


grasped  in  forceps  as  shown  in  Fig.  79,  and  is  readily  introduced  with 
a little  manipulation  through  the  opening  into  the  stomach ; when  the 
button  is  in  position  the  opening  should  be  only  slightly  longer  than  the 
diameter  of  the  central  stem  of  the  button,  which  is  then  pulled  well  up  so 
that  the  flange  of  the  button  lies  in  contact  with  the  mucous  membrane, 
whilst  the  central  shaft  just  projects  through  the  opening  (see  Fig.  79). 
The  forceps  are  then  given  to  an  assistant  to  hold  and  the  purse-string  suture 
is  tightened,  any  mucous  membrane  projecting  beyond  the  level  of  the 
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divided  serous  and  muscular  coats  being  clipped  away  with  a pair  of  fine 
scissors.  Finally  the  purse-string  suture  is  tied  as  tightly  as  possible  around 
the  stem  of  the  button ; if  the  suture  be  carried  through  all  the  coats  of 
the  stomach  as  described  above  there  is  no  risk  of  its  cutting  through.  A 
piece  of  gauze  or  a small  abdominal  cloth  is  then  thrown  over  the  end  of  the 
button  in  case  any  of  the  gastric  contents  escape,  and  the  assistant  holds 
it  well  up  out  of  the  way  with  the  forceps  attached  to  it  whilst  the  surgeon 
introduces  the  male  portion  of  the  button  into  the  small  intestine  in  an 
exactly  similar  manner.  When  the  two  halves  of  the  button  are  in  position 
the  surgeon  grasps  the  male  portion  in  one  hand  and  the  female  in 
the  other  (see  Fig.  80);  the  assisknt  takes  off  the  forceps,  and  the  two 


Fic;  80.— Gastro*Enterostomy  nv  Murphy’s  Button.  Approximaiion  o/ihc  ttvo 
halves.  The  figure  shows  how  the  two  portions  should  be  held  when  they  are  pressed 
together.  There  is  rather  a redundancy  of  tissue  around  the  stem  of  the  lower  half ; this 
is  easily  pared  down  with  scissors  if  necessary. 


halves  of  the  button  are  approximated  by  pressing  upon  their  ends  through 
the  intestinal  walls.  It  is  sufficient  to  press  the  button  firmly  home  without 
employing  any  great  force.  The  clamps  are  then  taken  off,  the  seat  of 
operation  is  cleansed  in  the  ordinary  way  and  the  operation  is  complete. 
Some  surgeons  introduce  a circle  of  Lembert’s  sutures  outside  the 
button,  but  this  is  not  at  all  essential  and,  as  Murphy’s  button  is  as 
a rule  only  used  for  cases  of  urgency,  the  time  thus  spent  is  a matter 
of  importance. 

There  has  been  much  discussion  as  to  the  merits  of  the  button  in  recent 
years  and,  in  order  to  get  the  best  results  from  it,  the  {dWovi'm'g  precautions 
must  be  carefully  attended  to.  In  the  first  place  no  portion  of  the  mucous 
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membrane  must  protrude  between  the  adjacent  peritoneal  surfaces  when 
the  approximation  is  complete.  This  is  a fatal  mistake,  and  has  undoubtedly 
occurred  as  a result  of  undue  haste  or  careless  insertion  of  the  purse-string 
suture.  The  best  way  to  avoid  it  is  to  introduce  the  latter  as  near  to 
the  line  of  incision  as  is  safe  and,  when  the  suture  is  tightened  around  the 
central  shaft  of  the  button,  to  see  whether  mucous  membrane  projects 
above  the  line  of  division  of  the  other  coats,  and  if  it  does  to  clip  it 
away  with  fine  scissors. 

A second  point  is  that  the  button  should  not  be  closed  too  tightly.  A 
moderate  amount  of  pressure  is  quite  sufficient  to  make  a perfectly  safe 
anastomosis  as  in  the  early  stages,  before  the  adhesive  peritonitis  has 
occurred,  the  intestinal  canal  is  mechanically  shut  off  by  the  firmly  tied 
purse-string,  suture.  The  occurrence  of  adhesive  peritonitis  is  insured 
by  the  spring  pressure  of  the  movable  flange  which  maintains  constant 
approximation. 

A third  point  and  one  of  very  great  importance  is  that  a button  of 
proper  size  should  always  be  chosen.  If  used  for  gastro-enterostomy,  the 
size  of  the  button  is  of  course  a matter  of  no  importance  as  far  as  the 
stomach  is  concerned ; on  the  side  of  the  jejunum  however  the  question 
is  quite  different.  If  the  intestine  be  stretched  tightly  over  the  half  of 
the  button  in  it,  ulceration  is  very  apt  to  occur  over  the  holes  in  the 
flange  of  the  button  and  fatal  perforation  may  result.  Moreover  the 
stretching  of  the  bowel  wall  over  the  end  of  the  button  must  necessarily 
occlude  its  lumen,  and  the  passage  of  the  intestinal  contents  must  be 
prevented.  This  point  is  more  important  in  cases  of  lateral  anastomosis 
such  as  gastro-enterostomy  of  which  we  are  now  speaking,  than  in  the 
end-to-end  form,  but  in  both  it  is  a matter  of  very  great  consequence. 

In  introducing  the  button  the  surgeon  must  always  remember  that 
when  it  is  once  in  position  there  is  no  means  of  getting  it  out  short  of 
excising  the  portion  of  the  bowel  in  which  it  lies,  as  it  is  impossible  to 
unscrew  the  halves  from  outside.  Hence  every  precaution  must  be  taken 
before  pressing  the  two  halves  together  to  see  that  the  surfaces  of  the 
bowel  are  in  proper  relative  position.  This  is  most  important  in  end-to- 
end  anastomosis,  as  otherwise  the  mesenteric  attachment  on  the  two  sides 
may  not  correspond. 

The  advantages  of  the  bittton  are  its  extreme  simplicity  and  the  rapidity 
with  which  it  can  be  introduced.  By  attending  to  the  indications  given 
above  it  can  be  introduced  by  anybody  with  very  little  risk.  It  undoubtedly 
possesses  disadvantages  however,  and  one  of  the  greatest  applies  especially  to 
the  operation  that  we  are  now  describing,  namely,  the  short-circuiting 
operation  of  gastro-enterostomy.  There  are  three  directions  in  which  the 
button  can  go  when  it  becomes  loose : it  may  pass  onwards  into  the 
efferent  loop  of  the  intestine  and  so  downwards  to  the  anus,  which  is  the 
direction  desired : it  may  fall  back  into  the  stomach,  in  which  case  it 
may  be  vomited  and  thus  may  be  got  rid  of,  or  it  may  remain  there  as 
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a foreign  body  causing  a good  deal  of  annoyance  and  probably  gastric 
ulceration : and.  finally  it  may  fall  back  into  the  afferent  or  duodenal 
loop  of  bowel,  where  it  may  remain  indefinitely,  generally  giving  rise  sooner 
or  later  to  ulceration  and  perforation.  This  is  a most  serious  drawback, 
and,  should  it  happen,  the  only  safe  procedure  is  to  perform  an  enterotomy 
and  remove  the  button.  For  this  reason  we  have  suggested  that  the  male 
half  of  the  button  should  be  placed  in  the  small  intestine  because  the 
constant  action  of  the  spring  rather  tends  to  induce  the  button  to  fall 
into  the  small  intestine  than  to  drop  back  into  the  stomach.  In  order 
to  make  this  more  certain  we  had  a button 
made  some  years  ago  in  which  one  flange  was 
larger  than  the  other,  so  that,  by  introducing  the 
larger  flange  into  the  small  intestine,  the  button 
is  prevented  from  passing  back  into  the  stomach 
and  must  as  a matter  of  necessity  travel  in  the 
desired  direction  (see  Fig.  81).  The  danger  from 
the  button  dropping  into  the  short-circuited  loop 
of  bowel  is  not  so  great  in  gastro-enterostomy  as 
in  similar  operations  between  the  large  and  the 
small  intestines  as  the  loop  of  duodenum  still 
takes  part  in  the  intestinal  circulation  and  would 
be  likely  to  pass  on  the  button  along  with  the 
bile  and  pancreatic  juice. 

A disadvantage  justly  urged  against  the  use 
of  Murphy’s  button  is  that  the  opening  it 
makes  is  very  small  relative  to  the  size  of  the 
button,  and  that  this  opening,  made  as  it  frequently  is  in  a hurry, 
in  cases  of  marked  distension  from  obstruction,  becomes  smaller  as  the 
dilatation  of  the  proximal  portion  of  the  intestine  subsides,  until  eventually 
the  opening  is  so  small  as  to  cause  a recurrence,  of  the  symptoms  of 
obstruction.  While  this  objection  is  common  to  all  forms  of  mechanical 
appliance,  it  is  especially  applicable  to  Murphy’s  button  and  more  in  the 
cases  of  which  we  are  now  speaking,  namely  gastro-enterostomy,  than  in 
any  others.  In  the  operation  of  gastro-enterostomy  it  is  most  important 
to  have  a large  opening  and,  since  the  calibre  of  the  jejunum  is  comparatively 
.small,  only  a small-sized  button  can  be  used,  and  therefore  the  anastomotic 
opening  must  be  smaller  than  the  surgeon  would  make  for  choice.  If,  in 
addition,  the  stomach  be  much  dilated  at  the  time  of  operation,  as  it  often 
is,  rapid  recurrence  of  symptoms  may  set  in  as  the  dilatation  of  the  stomach 
subsides  and  the  consequent  contraction  of  an  already  small  opening 
occurs. 


Fig.  81.  — Modified  Intes- 
tinal Button  for  use  in 
Short-Circuiting  Operations. 
The  upper  half  of  the  button  is 
larger  than  the  lower  and  is  always 
introduced  into  the  distal  portion 
of  the  bowel  so  that  the  button 
must  fall  into  th.at  part  when  it 
becomes  loose. 


We  should  only  employ  the  button  in  cases  of  extreme  urgency,  where 
the  condition  of  the  patient  is  not  such  as  to  warrant  the  operation  being 
performed  by  simple  suture.  We  are  certainly  inclined  to  think  that,  with  a 
surgeon  accustomed  to  perform  simple  suture,  the  dilference  in  the  time 
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taken  by  the  operation  is  not  material ; if  the  patient  be  kept  thoroughly 
warm  and  the  cloths  surrounding  the  operation  area  be  kept  hot  by 
repeated  changing,  the  increase  in  the  risk  is  not  great. 

The  length  of  time  that  the  button  may  be  retained  in  the  intestinal 
canal  varies  greatly.  In  some  cases  several  weeks  have  elapsed  before 
it  has  appeared  in  the  rectum,  and  it  is  probable  that  its  onward  passage 
had  then  become  arrested  at  the  ileo-ceecal  valve.  Its  presence  and  posi- 
tion in  the  abdomen  can  of  course  always  be  ascertained  by  skiagraphy. 

After-treatment  in  gastro-enterostomy. — If  the  patient  be  very  collapsed 
after  the  operation,  a large  enema  of  saline  solution  at  the  body  temperature 
and  containing  an  ounce  or  two  of  brandy  should  be  given  per  rectum  and 
an  injection  of  strychnine  (lU  x.)  hypodermically.  The  feeding  should  be 
conducted  on  precisely  the  same  lines  as  after  an  ordinary  gastrotomy 
(see  p.  217).  There  will  probably  be  more  pain  complained  of  in  these 
cases  and  morphine  will  be  called  for  fairly  frequently  for  the  first  48  hours, 
but  it  should  only  be  given  as  sparingly  as  possible  on  account  of  disturb- 
ance of  the  digestive  system.  After  the  first  24  hours  the  thorax  should 
be  slightly  raised  so  as  to  facilitate  the  passage  of  the  gastric  contents 
through  the  artificial  opening.  The  remarks  made  as  to  aperients  after 
gastrotomy  (see  p.  217)  apply  equally  here;  great  care  should  be  taken 
to  prevent  flatulent  distension  which  is  not  only  painful  to  the  patient, 
but  is  trying  to  the  anastomosis  and  also  encourages  nausea  and  vomiting. 
The  best  way  to  prevent  this  is  by  the  early  administration  of  enemata  and 
aperients  and  the  use  of  the  flatus-tube  frequently.  Aromatics,  etc.,  do 
not  do  much  good.  Solid  food  may  be  given  any  time  after  the  first  ten 
days  and  this  should  at  first  be  carefully  minced  so  as  to  leave  no  large 
masses  which  might  block  the  aperture  mechanically.  By  the  end  of 
the  third  week  the  patient  may  be  allowed  to  get  up  and  may  be  con- 
sidered well. 

Treatment  of  complications  arising  after  the  operation.— 

Of  obstruction. — Of  these  compression  of  the  ira?isverse  colo7i  by  the  jejunal 
loop  or  vice  versa,  and  the  method  of  avoiding  it,  has  already  been  referred 
to  (see  p.  242).  This  condition  should  certainly  not  arise,  at  any  rate  im- 
mediately after  the  operation ; it  is  possible  that  at  a later  date  an  excessive 
deposit  of  fat  in  the  omentum  may  give  rise  to  it  and  under  those  circum- 
stances there  will  be  symptoms  of  gradual  obstruction,  either  in  the  small  or 
large  intestine  as.  the  case  may  be,  necessitating  laparotomy,  and  when  the 
nature  of  the  case  is  recognised  it  may  be  remedied  by  splitting  or  removing 
the  omentum  between  the  two  portions  of  intestine. 

Another  accident  that  may  occur  is  a form  of  volvulus  of  the  ajferent 
loop  due  to  a twisting  upon  its  mesenteric  attachment ; this  results  from 
leaving  an  unduly  long  loop  intervening  between  the  duodenum  and  the- 
anastomotic  opening.  This  loop  becomes  distended  with  bile  and  pancreatic 
secretion  and  is  thus  comparatively  very  heavy  and  twists  upon  itself. 

The  treatment  for  this  condition  is  to  unwind  the  twist  and  then  to 
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perform  an  entero-enterostomy  or  lateral  anastomosis  between  the  afferent 
and  efferent  loops  well  towards  the  bottom  of  the  former  (see  Fig.  82). 

Of  the  “vicious  circle.” — I'his  most  important  complication  has  already 
been  fully  described  (see  p.  243).  It  is  an  accident  that  calls  for  immediate 
and  efficient  treatment  if  the  patient’s  life  is  to  be  saved.  The  onset  of 
the  mischief  is  usually  marked  by  persistent  vomiting  which  comes  on  some 
short  time  after  the  antesthetic  vomiting  is  recovered  from  and  is  unaccom- 
panied by  symptoms  of  peritonitis. 


annstomotic  opening  is  made  between  the  afferent  and  efferent  loops  through  which  the 
contents  {bb')  of  the  duodenum  can  pass  direct  into  the  efferent  loop  without  passing 
through  the  gastro-enterostomy  opening  {a)  into  the  stomach.  Also,  if  the  stomach 
current  (a)  passes  into  the  duodenal  loop  it  will  escape  into  the  efferent  portion  of  the 
bowel  in  the  direction  of  the  arrows,  b,  b\ 


In  the  earliest  stages  of  the  affection  the  symptoms  have  been  known 
to  subside  after  simple  washmg  out  of  the  stomach  commenced  early  and 
performed  persistently  twice  daily  for  a week  or  more  after  the  operation  ; 
at  the  same  time  the  patient  is  propped  up  in  bed  as  much  as  possible. 
This  probably  acts  by  removing  the  gastric  contents,  checking  the  peri- 
stalsis and  allowing  the  stomach  and  the  afferent  loop  time  to  contract  and 
thus  the  intestinal  stream  is  guided  in  its  proper  direction.  Should  these 
mild  measures  fail,  they  should  not  be  persisted  in  for  longer  than  a week, 
otherwise  the  persistent  vomiting  will  so  weaken  the  patient  as  to  make 
the  chances  of  a successful  result  exceedingly  remote ; early  operative 
interference  must  be  undertaken  if  the  patient  is  to  be  saved. 

The  simplest  method  of  remedying  the  condition  is  to  perform  an  entero- 
enterostomy^  i.e.,  a lateral  anastomosis  between  the  afferent  and  efferent  loops 


270 


THE  SURGICAL  AFFECTIONS  OF  THE  STOMACH. 


of  the  intestine  a little  below  the  seat  of  the  gastro-enterostomy.  The 
result  is  that  fluids  from  the  duodenum  readily  find  their  way  into  the 
efferent  loop  without  any  risk  of  passing  backwards  into  the  stomach,  and, 
should  the  stomach  empty  its  contents  into  the  duodenal  loop,  as  it  does 
in  the  vicious  circle,  these  contents  have  only  a short  distance  to  travel 
before  they  again  fall  into  the  proper  part  of  the  intestine  (see  Fig.  82).  The 
operation  is  done  in  a similar  manner  to  that  for  the  original  gastrostomy, 
clamps  being' applied  to  each-  loop  of  the  intestine  two  or  three  inches  on 
either  side  of  the  proposed  opening,  which  should  be  on  the  convex  border 
and  should  be  made  by  simple  suture  if  possible,  as  it  is  important  to 
keep  the  passage  through  the  alimentary  canal  pervious  from  the  earliest 
possible  date.  I'he  situation  of  the  anastomosis  should  be  about  two  or 
three  inches  below  the  gastro-enterostomy  and  if  this  part  be  chosen  it  will 
be  possible  to  pull  both  loops  of  intestine  well  out  of  the  abdomen,  which 
is  packed  off  quite  safely  by  abdominal  cloths  (see  p.  177).  We  need  not 
describe  the  operation  in  further  detail. 

It  has  been  suggested  that  the  Y-operation  (see  p.  256)  should  be  employed 
for  these  cases,  but  this  operation  had  better  be  the  original  procedure  if 
it  is  to  be  performed  at  all ; in  the  cases  of  which  we  are  speaking,  it  is 
more  troublesome  than  the  lateral  anastomosis,  and  is  not  really  more 
effectual. 

Of  contraction  of  the  opening. — Another  serious  difficulty  after  gastro- 
enterostomy is  the  gradual  contraction  of  the  anastomotic  opening.  How  far 
this  may  be  affected  by  the  method  employed  is  not  quite  clear.  Some 
think,  for  example,  that  the  tendency  to  stenosis  is  greater  after  the  use  of 
Murphy’s  button  than  after  simple  suture,  and  that  the  latter  gives  better 
results  in  this  respect  than  any  mechanical  appliance.  We  are  inclined  to 
think  that,  to  a great  extent  at  any  rate,  this  diminution  in  the  size  of  the 
opening  is  not  due  so  much  to  the  method  of  operation  as  to  the  condition  of 
the  stomach  before  it  is  performed,  for  undoubtedly  our  experience  goes  to 
show  that  stenosis  most  often  occurs  in  those  cases  in  which  operation  has 
been  performed  for  a greatly  dilated  and  hypertrophied  stomach,  and  the 
probability  is  that  the  gradual  contraction  of  the  orifice  merely  occurs  pari 
passu  with  the  diminution  in  volume  of  the  organ  as  it  returns  to  the  original 
size  after  the  obstruction  has  been  relieved.  The  best  way  undoubtedly  to 
avoid  this  stenosis  is  to  perform  the  operation  by  simple  suture,  for  by  it 
the  size  of  the  opening  can  be  regulated  to  a nicety,  and,  when  the 
stomach  is  unduly  dilated,  an  apparently  excessively  large  opening  should 
be  made  in  order  to  allow  for  this  subsequent  contraction.  This  does 
not  add  at  all  to  the  danger  of  the  operation  or  to  its  difficulty,  and  should 
never  be  forgotten  ; it  cannot  be  done  by  any  of  the  mechanical  methods. 
This  is  probably  the  reason  why  contraction  is  said  to  be  greater  after  the 
use  of  Murphy’s  button. 

When  sufficient  stenosis  occurs  to  cause  a recurrence  of  symptoms  there 
is  nothing  for  it  but  to  perform  a laparotomy,  and  either  to  make  a fresh 
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anastomosis  or  to  enlarge  the  existing  one.  Should  the  original  operation 
have  been  a posterior  gastro-enterostomy,  it  is,  of  course,  easy  at  the  second 
sitting  to  perform  an  anterior  one.  Should  the  original  one  have  been 
the  anterior  operation,  however,  the  surgeon  is  often  faced  with  a considerable 
difficulty.  He  must  either  make  an  entirely  fresh  anastomosis  by  laying 
some  other  part  of  the  loop  of  the  jejunum  upon  the  anterior  wall  of  the 
stomach  and  making  a fresh  anastomosis  if  there  be  room  for  it,  or,  failing 
that,  he  must  make  a fresh  and  more  extensive  opening ; this  is  by  no  means 
easy  to  do. 


TREATMENT  OF  ACTIVE  GASTRIC  H/EMORRHAGE. 

The  surgeon  is  now  more  frequently  called  in  for  the  treatment  of  this 
condition  than  was  formerly  the  case.  Before  considering  the  technique  of 
operative  interference  under  these  circumstances,  it  is  well  to  mention  a few 
important  points.  In  the  first  place,  bleeding  is  very  rarely  fatal  per  se, 
however  profuse  it  may  be  for  the  moment,  and,  secondly,  most  cases  of 
active  haemorrhage  from  a gastric  ulcer  can  be  checked  by  purely  medical 
means  (for  which  medical  text-books  should  be  consulted),  and  need  not 
necessarily  recur.  In  the  third  place,  if  there  be  such  severe  haemorrhage 
that  the  patient’s  life  is  jeopardised,  this  danger  will  be  enormously  increased 
by  operative  interference,  as  the  shock  resulting  from  it  may  be  sufficient  to 
bring  about  a fatal  termination.  Lastly,  it  must  never  be  forgotten  that  it  is 
by  no  means  easy  to  find  the  source  of  haemorrhage,  or,  when  found,  to  treat 
it  appropriately. 

The  bleeding  may  be  derived  from  one  of  two  sources,  either  of  which 
may  be  excessively  difficult  to  treat  by  operative  measures.  On  the  one 
hand,  the  ulcer  may  be  closely  adherent  to  and  erode  the  pancreas,  or  may 
lie  in  the  duodenum,  or  may  open  up  the  coronary  or  gastro-epiploic 
arteries.  On  the  other  hand,  the  bleeding  may  not  be  derived  from  any 
large  vessel  at  all,  but  may  proceed  from  one  or  more  extensive  superficial 
erosions  of  the  mucous  membrane,  the  oozing  from  which  is  exceedingly 
difficult  to  check.  We  should,  therefore,  strongly  recommend  that  operative 
interference  on  account  of  haemorrhage  pure  and  simple  should  only  be 
undertaken  when  the  bleeding  is  so  severe  as  to  threaten  the  patient’s  life  if 
it  continues,  and  only  after  every  attempt  to  check  it  by  medical  measures 
has  proved  futile,  and  that  it  should  never  be  undertaken  on  the  first 
occasion  on  which  haemorrhage  occurs,  but  only  when  repeated  attacks  of 
severe  bleeding  have  previously  occurred. 

In  all  cases  of  active  haemorrhage  the  patient  should  be  first  of  all  strictly 
confined  to  bed  in  the  horizontal  position  and  medical  treatment  should 
be  tried.  The  head  should  be  kept  low  and  a large  ice-bag  (see  Fig.  48) 
should  be  placed  over  the  epigastrium.  Ice  may  also  be  given  freely  by 
the  mouth  and  a point  of  great  importance  is  to  keep  the  patient  quiet  and 
free  from  the  visits  of  friends  and  relatives,  as  any  quickening  of  the  heart’s 
action  may  increase  the  blood  pressure  and  provoke  the  bleeding.  While 
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the  hcemorrhage  is  active,  ergotine  should  be  injected  subcutaneously  in 
doses  of  x^th  of  a grain  combined  with  morphine  frequently  repeated,  or 
pil.  saponis  co.  gr.  i may  be  given  every  four  hours  followed  by  gallic  acid 
in  ten-grain  doses  as  the  bleeding  diminishes.  A very  valuable  method  is 
to  irrigate  the  stomach  with  iced  water,  in  doing  which  a soft  tube  must 
be  employed  and  great  care  must  be  exercised  both  in  passing  it  and  in 
performing  the  irrigation  not  to  damage  the  stomach  wall  or  to  over-distend 
the  organ.  It  is  especially  valuable  when  the  stomach  is  distended  with 
a quantity  of  clot.  More  recently,  supra-renal  extract  has  come  to  be 
regarded  as  a very  valuable  method  of  checking  haemorrhage  from  mucous 
surfaces.  It  may  be  given  in  the  form  of  supra-renal  extract  (gr.  v.)  every 
three  or  four  hours. 

Operation. — When  medical  means  fail  and  it  is  determined  to  open 
the  stomach  to  arrest  the  bleeding,  the  most  stringent  precautions  must  be 
taken  against  shock  (see  Part  I.,  p.  138)  and  it  is  especially  necessary  to 
have  large  quantities  of  hot  saline  solution  at  hand  both  for  intra-venous 
and  intra-abdominal  infusion.  All  the  stages  of  the  operation  "must  be 
carried  out  with  the  greatest  rapidity  consistent  with  safety ; the  patient 
should  have  the  extremities  warmly  wrapped  up,  should  be  surrounded  with 
hot  bottles,  and  the  operation  should  be  performed  in  a room  in  which  the 
temperature  is  kept  at  or  above  75°  F.  The  abdomen  is  opened  by  the 
usual  incision  (see  p.  188)  carried  if  necessary  below  the  umbilicus  to  the 
left  side,  and  the  stomach  is  rapidly  drawn  out  of  the  wound  and  packed 
off  with  abdominal  cloths  (see  p.  177).  Its  anterior  surface  and  greater 
curvature  are  then  thoroughly  examined  both  by  sight  and  by  touch,  and, 
if  nothing  be  found  there,  it  is  well  to  palpate  the  first  part  of  the  duodenum 
before  making  an  opening  into  the  stomach,  as  the  ulcer  is  frequently 
situated  there.  An  ulcer  on  the  anterior  surface  of  the  stomach  or  in  the 
neighbourhood  of  one  of  the  curvatures  is  readily  detected  by  the  alteration 
in  the  peritoneal  coat,  by  the  induration  around  and  by  the  loss  of  substance 
over  the  ulcer,  which  can  be  felt  by  the  finger.  If  an  ulcer  be  found  on 
the  anterior  surface  it  is  treated  in  the  manner  described  on  p.  236. 

In  the  majority  of  cases  the  ulcers  giving  rise  to  free  haemorrhage 
are  situated  either  on  the  posterior  wall  or  towards  one  end  of  the 
stomach,  and  no  time  should  be  lost  in  trying  to  ascertain  the  position 
of  the  ulcer  by  touch  if  its  whereabouts  be  difficult  to  make  out.  A free 
incision  should  be  made  into  the  stomach  three  or  four  inches  in  length 
parallel  to  the  two  curvatures  and  rather  nearer  to  the  greater  than  the 
lesser.  Immediately  this  is  done,  the  ends  of  the  incision  and  the  centre 
point  on  each  side  are  seized  in  vulsellum  forceps,  which  are  held  and  raised 
by  the  assistants  so  that  a large  lozenge-shaped  opening  is  formed  which 
allows  the  passage  of  the  hand  and  which,  if  sufficiently  raised,  prevents  the 
escape  of  stomach  contents.  The  next  step  is  to  empty  the  organ  of  its 
contents  which  mainly  consist  of  blood ; this  may  be  done  by  syphoning  off 
the  fluid  portion  of  the  contents  and  removing  the  more  solid  part  by 
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sponges.  If  a large  vessel  be  the  source  of  the  bleeding  it  can  often  be 
seen  spouting  and  filling  the  stomach  with  blood  as  soon  as  the  gastric 
contents  have  been  removed ; a sponge  upon  forceps  should  be  at  once 
applied  over  the  bleeding  orifice  so  as  to  stop  it  by  pressure,  and  the  perma- 
nent occlusion  of  the  bleeding  point  can  be  proceeded  with  when  the 
stomach  has  been  emptied.  If  no  spouting  vessel  be  seen,  the  stomach 
must  be  mopped  out  and  the  entire  mucous  membrane  must  be  methodi- 
cally examined,  beginning  with  the  anterior  surface,  which  can  be  easily 
inspected  by  everting  it  through  the  opening  and  sponging  each  portion 
carefully  as  it  is  brought  out. 


Fk;.  83. — Method  of  examining  the  Mucous  Membrane  of  riiE  Posterior 
Ga.stric  Wall  through  an  incision  in  i he  An  perior  Wau..  The  hand  introduced 
through  a .slit  in  the  omentum  pushes  up  and  protrude,s  the  posterior  wall  through  the 
opening. 

If,  after  thus  examining  the  anterior  wall,  no  ulcer  can  be  seen  on 
the  posterior  surface  from  the  incision  in  the  anterior  wall,  a hole  may  be 
made  in  the  omentum  sufficiently  large  for  the  assistant  or  the  operator 
to  introduce  a hand  along  the  posterior  wall  of  the  stomach,  and  thus  to 
push  up  the  mucous  membrane  through  the  opening  in  the  anterior  wall 
(see  Fig.  83).  This  is  quite  an  easy  matter  as  long  as  there  are  no  adhesions 
fixing  the  posterior  surface,  and  by  its  means  the  entire  posterior  wall  may  be 
examined  carefully.  If  no  ulcer  be  found  in  this  situation  the  finger  should 
PT.  VI.  s 
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be  pushed  through  the  pyloric  opening  which,  if  of  normal  calibre,  should 
admit  it  freely ; if  it  be  too  contracted  to  admit  the  finger  or  if  an  actual 
ulcer  be  felt  in  that  situation,  either  the  incision  in  the  anterior  wall  may 
be  prolonged  up  to  the  pylorus  or,  if  the  patient’s  condition  be  bad,  an 
anterior  gastro-enterostomy  may  be  done  (see  p.  276). 

If  however  nothing  be  felt  in  the  pylorus  and  the  finger  readily  pass 
through  it,  the  first  part  of  the  duodenum  should  be  examined  and  an  ulcer 
felt  for  in  that  situation.  Finally,  if  this  examination  fails  to  reveal  the 
presence  of  an  ulcer,  the  cardiac  end  should  be  inspected  by  introducing  a 
large  broad  retractor  within  the  stomach  and  pulling  up  the  liver  and  the 
costal  margin.  If  now  a strong  light  be  thrown  into  the  interior  of  the 
organ  the  cardiac  orifice  can  easily  be  seen.  It  is  most  important  to  perform 
all  explorations  of  the  stomach  in  this  methodical  manner  whenever  the 
ulcer  is  not  at  once  visible,  as  a great  deal  of  time  is  eventually  saved  by  its 
means.  In  many  cases  however  the  situation  of  the  ulcer  is  clear  directly 
the  stomach  has  been  emptied,  as  a spouting  vessel  may  be  seen,  or  the  hard, 
ulcerated  surface  may  be  felt,  or  the  source  of  the  blood  may  be  made  out 
by  watching  the  direction  from  which  it  trickles.  The  methodical  examina- 
tion of  the  mucous  membrane  of  the  stomach  is  particularly  useful  in  cases 
of  superficial  ulcers  or  erosions  which  bleed  freely  but  give  rise  to  no  in- 
duration at  all,  and  which  cannot  therefore  be  felt  with  the  finger. 

Treatment  of  the  bleeding  s^o%.—-Sho2iId  the  ulcer  be  on  the  miterior 
surface  and  not  be  adherent  to  adjacent  structures,  the  best  method  of 
arresting  the  haemorrhage  is  to  excise  the  ulcer,  which  is  done  in  the  manner 
already  described  (see  p.  236)  In  all  these  cases  of  course  it  is  theoretically 
advisable  to  perform  a gastro-enterostomy  so  as  to  insure  the  cure  of  the 
ulcer  and  to  prevent  recurrence,  but,  as  many  of  these  patients  are  hopelessly 
broken  down  in  health,  the  shock  of  such  a procedure  might  prove  fatal,  and 
it  will  be  necessary,  in  a considerable  number  of  cases  at  any  rate,  to  be 
content  with  excising  the  ulcer  and  trusting  thus  to  cure  the  disease. 

When  the  ulcer  is  on  the  greater  curvature  of  the  organ  the  bleeding  will 
come  from  one  of  the  gastro-epiploic  vessels,  and  the  simplest  plan  of 
arresting  it  is  to  clamp  the  main  vessel  externally  on  each  side  of  the 
site  of  the  ulcer;  the  latter  is  then  excised  (see  p.  236)  along  with  any 
indurated  portion  of  the  omentum  about  its  base.  The  incision  through 
the  omentum  should  be  triangular  in  shape  with  its  apex  downwards  and 
its  base  corresponding  to  the  ulcer  on  the  curvature  (see  Fig.  84).  When 
.the  opening  thus  left  is  sutured,  one  or  two  stitches  are  made  to  close  the 
opening  in  the  omentum.  It  may  however  happen  that  the  induration  is 
so  extensive  that  excision  of  the  ulcer  is  impossible  and,  under  these 
circumstances,  ligature  of  the  coronary  or  gastro-epiploic  artery  concerned 
will  usually  suffice  to  stop  the  bleeding.  This  may  be  done  by  passing  an 
aneurysm  needle  around  it  or  by  underrunning  it  with  a needle  threaded 
with  catgut.  In  all  these  cases  the  question  of  performing  a gastro-enter- 
ostomy or  a pyloroplasty  in  addition  to  or  instead  of  excising  the  ulcer 
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will  have  to  be  considered,  and  the  decision  will  depend  mainly  upon  the 
patient’s  condition,  as  although  it  is  undoubtedly  advantageous  to  combine 
one  of  these  operations  with  excision  of  the  ulcer  (see  p.  237)  it  is  never- 
theless often  impracticable  owing  to  the  debilitated  condition  of  the 
patient.  When  choice  is  possible  gastro-enterostomy  should  be  preferred 
to  pyloroplasty. 

When  the  ulcer  is  situated  on  the  posterior  surface  and  is  adherent  to 
the  pancreas,  as  is  not  infrequently  the  case,  the  large  pancreatico-duodenal 
vessels  may  be  opened  and  free  and  even  fatal  haemorrhage  may  result. 
Under  the.se  circumstances  the  spouting  vessel  will  generally  be  seen  when 


Fig.  84. — Methods  of  treati.ng  Ulcers  situated  at  the  Curvatures  of  the 
Stomach.  The  shaded  areas  indicate  the  position  of  the  ulcers,  and  the  dotted  lines  are 
the  lines  for  excising  them.  These  are  partly  through  the  stomach  walls  and  partly 
through  the  omenta.  By  their  means  it  is  possible  to  bring  the  divided  edges  together 
without  difficulty. 

the  stomach  is  opened  and  can  be  stopped  temporarily  by  pressure  until  the 
stomach  contents  are  completely  evacuated.  The  difficulty  is  to  treat  the 
ulcer.  Attempts  have  been  made  to  excise  these  ulcers  by  introducing 
the  hand  along  the  posterior  wall  through  a slit  in  the  omentum  and 
gradually  separating  the  ulcer  from  the  pancreas,  but  the  adhesions  are 
generally  so  extensive  that  this  cannot  be  done  and,  further,  the  patient’s 
condition  is  probably  so  bad  that  time  is  of  urgent  importance.  The 
most  that  usually  can  be  done  is  to  pick  up  the  vessel  and  tie  it  or,  if 
this  be  impossible,  to  arrest  the  bleeding  by  applying  the  actual  cautery 

to  the  bleeding  point,  or  even  to  under-run  it  with  stout  catgut  and  tie  it 

and  a portion  of  the  pancreas  en  masse.  As  a rule  the  exact  point  from 

which  the  bleeding  is  coming  is  very  difficult  to  see  and  the  best  plan 

of  under-running  it  is  to  pass  one  or  two  sutures  deeply  through  the  wall 
of  the  ulcer  and  to  tie  them  tightly  together  so  as  to  compress  the  surfaces  of 
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the  ulcer  one  against  the  other  and  thus  occlude  the  bleeding  point.  A 
gastro-enterostomy  should  then  be  performed,  and  the  simplest  plan  is  to 
utilise  for  the  purpose  the  incision  already  made  through  the  anterior  wall 
of  the  stomach. 

JV/ien  the  hcemorrhage  comes  from  an  ulcer  of  the  pylorus  or  the  first  part  of 
the  duode?ium,  the  simplest  plan  is  to  perform  a gastro-enterostomy.  The 
patient  will  certainly  not  be  in  a condition  for  excision  of  the  ulcer  either 
alone  or  combined  with  excision  of  the  pylorus  and,  unless  there  be  actual 
erosion  of  a considerable  vessel,  the  bleeding  will  almost  certainly  stop 
when  the  gastric  contents  cease  to  pass  over  the  ulcerated  surface. 

Wheii  the  bleeding  is  a very  free  oozing  f7-om  the  mucous  membratie  or  wheii 
no  bleeding  pomt  can  be  found,  a gastro-enterostomy  will  usually  suffice. 
The  cautery  applied  at  a dull  red  heat  to  a simple  erosion  will  sometimes 
check  the  bleeding  from  it,  but  usually  the  best  plan  is  to  insert  ice  into 
the  stomach,  and  to  perform  a gastro-enterostomy,  utilising  the  incision  in 
the  anterior  wall  of  the  stomach  for  the  purpose.  Supra-renal  extract  (gr.  v.) 
dissolved  in  a little  water  may  be  introduced  into  the  stomach  and  left 
there  as  the  anastomosis  is  made,  and  a second  dose  may  be  given  if 
necessary,  to  check  oozing,  as  soon  as  the  patient  recovers  from  the  anaes- 
thetic. 

From  the  nature  of  things  it  cannot  be  expected  that  the  role  of  surgical 
intervention  for  the  purpose  of  saving  a life  imperilled  by  severe  bleeding 
is  likely  to  be  a very  brilliant  one  as  the  condition  of  the  patient  must 
necessarily  be  so  unsatisfactory.  Indirectly  however  haemorrhage  is  treated 
by  surgical  means  with  very  great  success,  namely  in  those  cases  where 
the  bleedings  are  small  and  repeated  and  threaten,  if  allowed  to  persist, 
to  endanger  the  patient’s  life.  These  cases  really  fall  under  the  first 
group  already  described  (see  p.  233).  In  nearly  all  cases,  when  called 
upon  to  interfere  for  active  haemorrhage,  the  surgeon  will  find  that  the 
actual  bleeding  is  checked  by  medical  means,  but  that  the  haemorrhages 
are  so  free  and  so  often  repeated  that  something  must  be  done  to  stop 
them  permanently.  Under  these  circumstances  it  is  best  to  wait  for  a 
short  time  until  the  patient  has  to  some  extent  recovered  from  the 
immediate  loss  of  blood ; but  if  the  haemorrhages  are  repeated  daily  or  every 
two  or  three  days  this  is  not  permissible  and  excision  of  the  ulcer,  gastro- 
enterostomy or  both  must  be  practised  immediately. 


TREATMENT  OF  CONTRACTIONS  AFTER  HEALING  OF  AN  ULCER. 

Here  the  surgeon  has  to  treat  not  the  ulcer  itself  but  its  sequelae,  for  the 
ulcer  may  have  healed,  and  the  patient’s  symptoms  be  entirely  those  caused 
by  the  cicatricial  contraction  consequent  upon  this.  One  of  two  conditions 
may  require  remedy — stenosis  of  the  pylorus  or,  constriction  of  the  stomach 
itself,  which  usually  takes  the  form  known  as  “ hour-glass  contraction.”  The 
surgeon  has  three  methods  at  his  disposal  for  the  treatment  of  this  condition. 
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viz.,  division  of  the  constriction,  complete  excision  of  it,  or  the  formation 
of  a fresh  anastomotic  opening  so  as  to  throw  the  constricted  portion  out 
of  the  intestinal  circuit. 

Treatment  of  Stenosis  of  the  Pylorus. — The  first  proposal  for 
treating  this  condition  was  made  by  Loreta,  who  forcibly  dilated  the 
pyloric  orifice  with  instruments  or  the  finger  passed  through  it  from  an 
opening  in  the  stomach  until  the  original  lumen  of  the  canal  was 
restored.  The  operation  has  been  modified  so  as  to  dilate  the  pylorus 
without  opening  the  stomach  by  invaginating  a portion  of  the  walls  of 
the  latter  over  the  finger  and  gradually  forcing  this  invaginated  portion 
through  the  thickened  pylorus.  This  modification  however  must  be  utterly 
condemned,  because  very  serious  results  may  follow  the  bruising  of  the 
invaginated  portion  of  the  stomach  that  must  necessarily  occur  if  the  con- 
traction of  the  pylorus  be  at  all  marked.  Loreta’s  operation  has  not  justified 
the  great  hopes  that  were  first  raised  by  it ; experience  shows  that,  as  in 
strictures  of  other  canals,  contraction  certainly  recurs  and,  after  a few  weeks 
or  a few  months,  the  patient’s  condition  is  as  bad  as  ever.  Accidents  have 
also  happened  at  the  time  of  the  operation  from  splitting  of  the  cicatricial 
contraction  and  actual  perforation,  and  this  has  practically  led  to  the  abandon- 
ment of  the  operation,  which  we  shall  therefore  not  describe.  In  cases 
of  obstruction  of  the  pylorus  at  the  present  time  the  surgeon  has  a choice 
between  excision  of  the  pylorus  or  pylorectomy,  pyloroplasty  and  gastro- 
jejunostomy. In  some  cases  gastro-duodenostomy  may  be  done,  but  gastro- 
jejunostomy is  the  usual  form  of  short-circuit  operation. 

Pylorectomy  is  a much  more  severe  operation  than  any  of  the  other 
procedures,  and  in  these  particular  cases  it  is  rendered  exceedingly  difficult 
and  dangerous,  because  the  adhesions  in  the  neighbourhood  of  the  pyloric 
orifice  are  usually  numerous.  We  do  not  therefore  think  that  the  operation 
is  justified  for  a simple  stricture  of  the  pylorus. 

Pyloroplasty  is  certainly  suited  for  some  cases,  but  probably  not  for  so 
many  as  was  at  one  time  supposed.  Some  cases  are  undoubtedly  very  difficult 
to  treat  in  this  manner,  whilst  probably  in  tbe  majority  some  subsequent 
contraction  must  gradually  take  place  even  when  the  enlargement  of  the 
canal  has  been  satisfactorily  accomplished  at  the  time  of  the  operation.  In 
narrow  annular  strictures  however  this  operation  is  very  suitable ; the 
operation  has  been  already  described  (see  p.  238). 

Gastro-jej unostomy  is  called  for  when  there  is  much  cicatricial  tissue, 
involving  a very  long  incision,  and  at  the  same  time  rendering  the  approxima- 
tion of  the  edges  of  the  wound  difficult  by  pyloroplasty.  Tbe  posterior  form 
of  the  operation  (see  p.  247)  should  be  chosen  to  avoid  the  risk  of  a 
vicious  circle,  and,  if  the  opening  be  made  sufficiently  large,  the  result  is 
extremely  satisfactory. 

Gastro-duodenostomy  or  the  anastomosis  of  the  duodenum  with  the 
stomach,  is  only  suitable  for  such  extensive  dilatation  of  the  stomach  that  the 
approximation  is  not  difficult.  As  a rule  the  operation  is  neither  so  easy 
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nor  so  satisfactory  as  gastro-jejunostomy.  It  is  performed  by  bringing  over  a 
portion  of  the  anterior  surface  of  the  first  part  of  the  duodenum  to  the 
anterior  surface  of  the  dilated  stomach  and  anastomosing  them  in  the 
usual  manner. 

Treatment  of  “ hour-glass  contraction  ” of  the  stomach.— The 

surgeon  has  at  his  disposal  the  operations  of  gastroplasty,  gastro-gastrostomy, 
(see  Fig.  85)  or  gastro-jejunostomy.  Of  these  the  operation  of  choice  is 
gastroplasty,  but  this  can  only  be  done  when  the  constriction  between 
the  two  portions  of  the  stomach  is  the  chief  mischief  and  is  not  accom- 
panied by  extensive  induration  or  distortion  of  the  surrounding  stomach 
wall. 

Gastroplasty. — An  incision  three  or  four  inches  long  is  made  in  the 
anterior  wall  of  the  stomach  parallel  to  the  curvatures  and  extending  at  least 
an  inch  beyond  each  end  of  the  constriction  between  the  two  portions  of  the 
organ.  The  incision  is  carried  into  the  interior  of  the  stomach  just  beyond 
one  end  of  the  stricture,  and  the  constriction  is  divided  either  by  pushing 
a probe-pointed  bistoury  or  a pair  of  probe-pointed  scissors  along  the 
narrow  portion  so  as  to  divide  the  stricture  throughout.  This  longitudinal 
incision  is  now  converted  into  a transverse  one  by  approximating  the 
ends  of  the  incision  in  the  first  place  with  Halsted’s  sutures  (see  p.  215); 
if  there  be  little  tension,  but  fairly  free  oozing,  a continuous  stitch  taking 
up  all  the  coats  of  the  stomach  may  be  inserted  instead.  Outside  the 
first  line  of  sutures  a continuous  sero-muscular  suture  of  fine  silk  completes 
the  closure  (see  Fig.  85,  A). 

The  only  objection  to  this  operation  is  the  tendency  to  recurrence  after-, 
wards,  which  is  due  to  two  main  factors.  In  the  first  place  there  is  a diminution 
in  the  artificial  opening  thus  made  as  the  cicatrix  contracts.  In  the  second 
place  adhesions  are  very  likely  to  form  as  the  result  of  the  manipulations 
about  the  stomach  and  this  may  greatly  interfere  with  the  functional  result. 
The  first  objection  can  be  met  to  a considerable  extent  by  making  the 
incision  into  the  stomach  long  enough  to  give  a wide  opening  so  that 
little  fresh  constriction  can  occur  between  the  two  portions  of  the  stomach. 
The  second  objection,  namely,  the  formation  of  adhesions,  can  only  be  met 
by  performing  the  operation  as  quickly  as  possible  and  by  taking  care  that 
the  surface  of  the  organ  is  not  irritated  mechanically  by  sponges  or  chemi- 
cally by  antiseptics  of  any  sort. 

Gastro-gastrostomy. — When  the  stomach  is  divided  into  two  large  and 
distinct  sacs  the  operation  of  gastro-gastrostomy  has  been  performed  (see 
Fig.  85).  In  this  the  actual  constriction  is  left  alone  and  the  dilated  por- 
tions on  either  side  are  united  by  an  ordinary  lateral  anastomosis,  usually 
below  or  in  front  of  the  seat  of  constriction.  The  anastomosis  is  made  by 
simple  suture  and  a glance  at  Fig.  85,  B,  will  explain  its  mechanism.  The 
operation  is  really  not  very  satisfactory  and  is  only  of  use  when  the  constric- 
tion is  merely  a part  of  very  extensive  thickening  of  the  gastric  walls  which 
renders  it  impossible  to  do  a satisfactory  gastroplasty. 
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Partial  gastrectomy. — It  has  been  proposed  that,  when  the  distal  portion 
of  the  constricted  stomach  is  very  small,  a partial  gastrectomy  should  be  per- 
formed ; in  other  words,  the  distal  portion  of  the  stomach  with  the  stricture 
is  removed  and  the  proximal  sac  has  implanted  into  it  the  divided  end  of 
the  duodenum.  This  is  a severe  operation,  which  is  comparable  to  pylo- 
rectomy  (see  p.  289)  to  which  it  is  very  similar  in  its  steps,  and  it  offers  no 
particular  advantages  over  other  methods.  Another  suggestion  has  been  that. 


Fig.  85. — Methods  of  treating  an  “Hour-Glass  Contraction”  of  the 
Stomach.  A and  A'  show  the  two  stages  of  gastroplasty,  By  B'  and  C,  C the  stages 
of  gastro-gastrostomy  under  different  conditions,  while  /?,  Z)'  shows  partial  gastrectomy 
combined  with  subsequent  gastro-gastrostomy,  the  shaded  portion  being  the  part  excised. 


when  the  constriction  between  the  two  portions  is  very  considerable  and 
there  is  much  induration,  the  whole  constricted  area  should  be  excised  and 
the  two  halves  of  the  stomach  reunited  (see  Fig.  85,  Z>).  This  again  is  open 
to  the  objection  that  it  is  a very  serious  operation  in  that  it  is  extremely 
difficult  to  protect  the  abdominal  cavity  from  soiling  by  the  gastric  contents. 
Moreover  the  area  requiring  suture  is  very  extensive  and  the  approximation 
must  be  extremely  good. 

Gastro-jejunostomy. — This  operation  is  of  course  very  effectual  in  estab- 
lishing the  intestinal  circulation,  but,  as  it  puts  out  of  use  the  distal  portion 
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of  the  stomach,  which  may  be  large,  it  should  not  be  performed  except 
when  gastroplasty  or  gastro-gastrostomy  are  not  applicable.  It  will  chiefly 
be  employed  for  the  cases  in  which  the  anterior  surface  of  the  stomach  is 
markedly  deformed  by  adhesions  from  perigastritis  due  to  extensive  or 
multiple  ulcers.  Plastic  operations  upon  the  stomach  under  these  circum- 
stances are  liable  to  give  rise  to  disappointment,  as  the  adhesions  are  very 
inveterate  and  the  distortion  may  even  be  increased  by  operation. 

With  regard  to  the  question  of  the  performance  of  gastro-jejunostomy, 
it  is  well  to  remark  that  it  has  happened  more  than  once  that  the  anastomosis 
has  been  made  between  the  distal  portion  of  the  stomach  and  the  jejunum 
instead  of  between  the  latter  and  the  proximal  half.  This  is  particularly 
prone  to  occur  when  the  constriction  of  the  stomach  is  near  the  cardiac  end, 
and  the  result  is  of  course  that  the  patient  obtains  no  relief  and  either  dies 
or  requires  a second  operation.  Consequently  the  surgeon  must  make  quite 
certain  of  the  topography  of  the  stomach  and  must  not  mistake  a somewhat 
constricted  pylorus  for  an  hour-glass  contraction  of  the  stomach.  This 
accident  has  occurred  in  the  hands  of  most  competent  surgeons,  and  it  has 
also  happened  that  mistaking  of  the  pylorus  for  the  stricture  has  led  to  a 
pyloroplasty  instead  of  a gastroplasty  being  performed  with  the  result  again 
that  the  actual  stomach  constriction  has  been  unrelieved. 


TREATMENT  OF  PERFORATED  GASTRIC  ULCER. 

In  this  group  of  cases  surgical  aid  should  always  be  invoked  at  the  earliest 
possible  moment.  The  symptoms  of  sudden  perforation  of  a gastric  ulcer  are 
not  always  constant  or  typical.  They  consist  of  sudden  acute  localised  pain, 
accompanied  by  exquisite  tenderness  and  local  rigidity  of  the  abdominal  wall 
followed  rapidly  by  marked  collapse,  accompanied  by  vomiting  and  diffusion 
of  the  pain,  tenderness  and  rigidity  over  the  whole  abdomen.  There  may  be 
also  signs  of  gas  free  in  the  peritoneal  cavity  as  shown  by  loss  of  liver  dul- 
ness,  and,  if  the  perforation  be  large  and  the  amount  of  gastric  contents 
extravasated  great,  there  will  be  dulness  from  the  collection  of  fluid  in  the 
most  dependent  situations.  The  patient  has  the  typical  anxious  countenance, 
the  collapse  is  profound  and  a long  interval  elapses  before  any  sign  of 
reaction  occurs. 

The  occurrence  of  perforation  of  the  stomach  is  followed  within  a very 
short  time  by  signs  of  steadily  increasing  acute  general  peritonitis.  In  this 
connection  it  is  well  to  remember  that  symptoms  very  similar  indeed  may 
arise  in  neurotic  patients  and  it  has  happened  more  than  once  that  the 
stomach  has  been  cut  down  upon  in  these  subjects  on  the  diagnosis  of  a 
perforated  gastric  ulcer  without  anything  of  the  kind  having  been  found. 
Curiously  enough  the  cases  thus  treated  have  at  once  recovered  from  their 
stomach  symptoms. 

In  the  great  majority  of  cases  the  perforated  ulcer  lies  on  the  anterior 
wall  of  the  stomach,  something  like  8o%  of  all  cases  of  perforation  being 
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due  to  ulcer  in  this  situation.  The  actual  perforation  is  usually  a very 
minute  aperture  in  the  first  instance  which  forms  in  the  peritoneal  coat  over 
the  base  of  the  ulcer ; sometimes  however  the  opening  may  be  considerable. 
An  ulcer  situated  anywhere  on  the  stomach  may  give  way  and  perforate,  but 
when  this  occurs  through  the  posterior  wall,  or  when  adhesions  have  so  shut 
off  the  general  peritoneal  cavity  that  no  extravasation  takes  place  into  it 
after  the  ulcer  has  perforated,  the  symptoms  may  be  extremely  slightly 
marked. 

When  a gastric  ulcer  perforates  into  the  abdominal  cavity  it  gives  rise  to 
either  local  or  general  peritonitis.  When  the  opening  is  fairly  large  and 
there  are  no  adhesions,  general  peritonitis  sets  in  and,  if  left  alone,  is 
practically  always  fatal.  When  some  adhesions  exist  which  are  not  enough 
to  actually  shut  off  the  ulcer  in  all  directions  but  are  sufficient  to  shut  off 
the  surface  of  the  stomach  more  or  less  from  the  general  abdominal  cavity, 
there  is  a localised  peritonitis  which  practically  always  ends  in  suppuration 
and  gives  rise  to  the  condition  known  as  sub-phrenic  abscess,  which  will  be 
separately  described  (see  Chap.  XXL);  an  ulcer  of  the  stomach  is  a fairly 
common  cause  of  this  condition. 

When  perforation  into  the  general  peritoneal  cavity  has  occurred  it  is 
clear  that  the  only  chance  for  the  patient  is  an  immediate  operation  designed 
on  the  one  hand  to  close  the  opening  in  the  stomach  and  on  the  other  to 
remove  the  septic  materials  which  are  soiling  the  peritoneum.  The  success 
of  this  operation  depends  to  a very  great  extent  on  the  length  of  time  that 
has  elapsed  between  the  occurrence  of  the  perforation  and  the  performance 
of  the  laparotomy.  After  the  first  twelve  hours  the  mortality  increases  enor- 
mously and  very  few  cases  indeed  recover  in  which  general  peritonitis  has 
manifested  itself.  Hence,  if  there  be  any  doubt  as  to  whether  there  be  a 
perforation,  it  is  far  better  to  open  the  abdomen  early  than  to  wait  until  the 
diagnosis  is  placed  beyond  doubt,  in  other  words  until  marked  symptoms  of 
peritonitis  have  set  in.  At  the  same  time  it  is  no  doubt  well  to  wait  an  hour 
or  so  after  the  onset  of  the  perforation  in  order  to  allow  the  patient  to  rally 
somewhat  from  the  profound  shock  to  which  the  act  of  perforation  always 
gives  rise.  After  the  lapse  of  three  or  four  hours  however  no  further  delay 
should  take  place. 

Preliminaries. — The  shock  is  always  intense  and  every  means  must  be 
taken  to  shorten  the  operation  and  all  the  other  measures  for  combating 
shock  should  be  had  recourse  to  (see  p.  177).^  The  anaesthetic  employed 
should  be  ether.  The  skin  should  be  purified  as  rapidly  as  possible 
and  the  abdomen  opened  by  a free  incision  from  the  xiphoid  cartilage  to  the 
left  of  the  umbilicus  in  the  manner  already  described  (see  p.  188).  The 
peritoneum  must  be  opened  with  care  as  the  presence  of  an  ulcer  on 

‘The  .steps  necessary  to  reduce  the  shock  of  the  operation  are  not  given  here  in  order 
to  .save  much  repetition  as  they  are  identical  with  those  employed  for  rupture  of  the 
stomach.  They  are  however  among  the  nv'st  important  points  in  the  operation  and  should 
on  nc)  account  he  neglected. 
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the  anterior  wall  of  the  stomach  may  have  led  to  adhesions  between  the 
latter  and  the  parietes. 

Finding  the  perforation. — Usually  the  diagnosis  is  confirmed  immediately 
the  abdomen  is  opened,  as  gas  and  sour-smelling  gastric  contents  freely 
escape  from  the  opening.  Whether  this  be  so  or  not,  the  incision  is  widely 
retracted  with  broad  retractors,  abdominal  cloths  are  packed  in  at  the 
lower  angle  of  the  wound  and  on  either  side,  and  the  stomach  is  drawn 
gently  out  of  the  wound  and  packed  behind  with  other  abdominal  cloths.  In 
the  majority  of  cases  the  ulcer  is  seen  without  any  difficulty  as  it  is  upon  the 
anterior  wall ; if  however  it  be  not  there,  the  pyloric  region  and  the  first  part 
of  the  duodenum  should  be  next  examined  as  the  ulcer  not  infrequently  is 
situated  there.  Failing  these  regions,  the  cardiac  end  of  the  stomach 
should  be  examined  both  by  sight  and  by  touch.  As  a rule  the  seat  of  the 
ulcer  is  easily  detected,  as  slight  pressure  on  the  abdomen  or  the  stomach 
causes  gas  to  bubble  out  at  the  opening ; this  bubbling  can  be  both  heard 
and  seen. 

Should  no  ulcer  be  found  on  the  anterior  surface,  the  posterior  wall  of  the 
stomach  is  examined  in  the  way  already  described  (see  p.  273).  As  a rule 
however  perforation  in  this  situation  does  not  give  rise  to  acute  general 
peritonitis  and  is  only  operated  upon  secondarily.  Extravasation  of  the 
contents  of  the  stomach  takes  place  into  the  lesser  cavity  of  the  peritoneum, 
which  becomes  shut  off  from  the  general  peritoneal  cavity.  Suppuration, 
occurs  and  an  abscess  forms  which  may  point  in  various  situations,  the  most 
common  being  the  so-called  sub-phrenic  abscess,  which  will  require  to  be 
opened  and  drained ; this  subject  is  dealt  with  separately  (see  Chap.  XXL). 

Cleansing  the  abdominal  cavity. — The  perforation  should  be  closed  tem- 
porarily by  compressing  and  covering  it  with  an  abdominal  cloth  while  the 
surgeon  turns  his  attention  to  the  removal  of  the  extravasated  material  from 
the  peritoneal  cavity.  This  must  be  done  systematically,  and  the  steps  of 
the  procedure  are  so  exactly  similar  to  those  for  rupture  of  the  stomach 
(see  p.  209)  that  they  need  not  be  recapitulated  here.  The  reason  that  the 
cleansing  of  the  peritoneum  is  undertaken  before  the  repair  of  the  perforation 
is  the  same  as  in  the  case  of  rupture  of  the  stomach,  i.e.,  that  it  is  of  the 
greatest  importance  to  rid  the  peritoneal  cavity  of  the  irritating  and  septic 
material  at  the  very  earliest  possible  moment.  It  is  of  the  highest  im- 
portance that  this  stage  of  the  operation  should  be  carried  out  with  the 
greatest  thoroughness.  The  lines  laid  down  on  p.  209  should  be  scrupulously 
followed. 

Closure  of  the  perforatmi  in  the  stomach. — Attention  is  next  directed  to 
the  permanent  closure  of  the  perforation  in  the  stomach.  The  simplest 
plan  is  to  invaginate  the  stomach  wall  and  to  suture  the  opposing  surfaces 
with  a continuous  sero-muscular  suture.  This  is  difficult  however  in  many 
cases  as  there  is  so  much  induration  around  the  edge  of  the  ulcer  that 
it  is  impossible  to  invaginate  neatly.  In  the  majority  of  cases  therefore 
it  will  probably  be  better  to  excise  the  ulcer,  especially  when  it  is  of  limited 
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extent  and  has  an  indurated  base ; the  edges  of  the  elliptical  wound  thus 
made  may  be  sutured  as  recommended  for  excision  of  a simple  ulcer  (.see 
p.  237)  or,  if  time  allows,  may  be  used  for  a gastro-enterostomy. 

In  the  rare  cases  in  which  the  ulcer  is  extremely  large  and  its  walls  are 
so  dense  and  thickened  that  they  will  neither  invert  nor  can  they  be  safely 
excised,  it  has  been  proposed  to  close  the  opening  by  turning  up  a portion 
of  the  omentum  and  fastening  it  over  the  base  of  the  perforated  ulcer  with 
catgut  stitches.  To  this  should  be  added,  if  the  patient  be  in  a condition 
to  bear  it,  a posterior  gastro-enterostomy,  which  may  be  rapidly  done  with 
Murphy’s  button  or  with  Robson’s  bobbin,  and  will  give  the  patient  a 
good  chance  of  recovery.  This  plastic  method  of  covering  up  the  perfora- 
tion with  a portion  of  omentum  is  also  particularly  applicable  to  ulcers  in 
the  neighbourhood  of  the  first  part  of  the  duodenum.  Any  perforation 
on  the  posterior  surface  of  the  stomach  is  either  sewn  up  or  excised ; in 
the  latter  event  the  opening  thus  made  is  utilised  for  the  performance  of 
a gastro-enterostomy. 

Drainage  — In  closing  the  abdomen  the  question  of  drainage  will  arise 
and  here  the  remarks  made  on  this  point  in  reference  to  rupture  of  the 
stomach  (see  p.  215)  are  applicable.  While  tubes  introduced  into  Douglas’ 
pouch  or  the  flanks  can  do  no  real  good,  it  is  distinctly  advisable  to  insert 
a drainage  tube  that  runs  down  into  the  immediate  vicinity  of  the  ulcer ; this 
is  a point  of  some  considerable  danger  as  it  is  possible  that  septic  infection 
of  the  peritoneal  surface  in  its  immediate  neighbourhood  has  occurred  which 
neither  irrigation  nor  sponging  will  remove.  It  is  even  more  possible  that 
under  certain  circumstances  the  line  of  union  may  give  way  and  a second 
fatal  extravasation  might  take  place  if  there  were  no  drainage.  In  this 
respect  therefore  the  insertion  of  a drain  which  goes  down  to  the  immediate 
neighbourhood  of  the  ulcer,  that  is  to  say  to  the  anterior  surface  in  the 
ordinary  cases,  or  into  the  lesser  cavity  of  the  peritoneum  if  the  ulcer  be 
situated  on  the  posterior  surface,  is  a measure  that  has  much  to  recommend 
it.  The  best  plan  is  to  employ  a drainage  tube  packed  round  with  gauze  and 
this  need  only  be  left  in  for  two  or  three  days  as  adhesions  rapidly  form 
around  it  and  will  shut  off  the  region  that  is  to  be  drained  from  the  rest  of 
the  peritoneal  cavity  and  will  therefore  make  the  latter  safe. 

Afier-treatmeni, — This  will  be  absolutely  identical  with  that  for  rupture 
of  the  stomach  (see  p.  217).  The  drainage  tube  is  withdrawn  at  the  end 
of  two  or  three  days  if  no  unfavourable  symptoms  arise,  and  the  opening  in 
the  abdominal  wall  through  which  it  has  passed  should  be  obliterated  by 
tying  the  loose  stitch  which  should  be  left  long  at  the  time  of  the  operation 
(see  p.  218). 

TREATMENT  OF  SY.MPTOMS  DUE  TO  GASTRIC  ADHESIONS. 

The  surgeon  is  not  infrequently  consulted  when  the  history  points  to 
the  previous  existence  of  a gastric  ulcer  but  where  the  existing  symptoms 
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take  the  form  of  dyspepsia  with  much  pain  or  distension  after  meals,  consti- 
pation, etc.  If  these  symptoms  cannot  be  remedied  by  appropriate  medical 
treatment,  the  surgeon  may  be  asked  to  perform  an  exploratory  laparotomy, 
and  will  then  often  find  the  symptoms  due  to  old  perigastritis  producing 
adhesions  which  either  partially  obstruct  the  stomach  itself  or  give  rise  to 
adhesions  between  it,  the  liver,  the  gall  bladder  or  the  transverse  colon,  etc. 
We  have  already  referred  to  the  more  marked  and  limited  adhesions  ending 
in  stenosis  of  the  pylorus  and  hour-glass  contraction  of  the  stomach.  The 
adhesions  to  which  we  refer  here  are  of  a different  character  and  do  not 
actually  interfere  with  the  intestinal  circulation  as  they  do  not  produce  any 
constriction.  Their  effect  is  more  to  give  rise  to  uneasy  feelings  and  dis- 
turbances after  food  or  on  movement  of  the  intestines,  owing  to  the  fact 
that  they  anchor  the  organ  to  adjacent  parts.  Quite  a number  of  cases 
of  apparently  confirmed  dyspepsia  have  been  improved  or  even  entirely 
cured  by  opening  the  abdomen  and  finding  and  dividing  adhesions  of  this 
kind. 

The  operation  of  course  takes  the  form  of  an  exploratory  laparotomy ; 
any  adhesions  that  are  found  are  separated  and  the  stomach  is  freed 
in  any  manner  that  may  seem  necessary.  Sometimes  the  adhesions  take 
the  form  of  long,  thin  bands  crossing,  for  instance,  from  the  stomach  to 
the  liver  and  preventing  increase  in  size  downwards  when  the  former  organ 
is  distended.  Sometimes  they  pass  between  the  stomach  and  the  colon ; 
sometimes  the  stomach,  liver  and  colon  are  all  united  by  a thick  fibrous 
band.  These  bands  may  also  become  stretched  in  time  and  form  cords 
which  are  a constant  potential  cause  of  intestinal  obstruction.  The  removal 
of  as  much  of  the  bands  as  possible  is  the  proper  treatment ; it  is  not 
right  merely  to  divide  the  band  and  leave  the  ends  free,  as  they  may 
contract  fresh  adhesions  and  become  a source  of  trouble  a second  time. 
They  should  be  divided  if  possible  at  their  extreme  points  of  attachment  and 
the  whole  of  the  intermediate  portion  removed.  Many  of  the  adhesions 
will  require  ligature  before  they  are  divided.  In  cases  of  this  kind  the 
operation  should  effect  a complete  cure. 

In  other  cases  broad  extensive  adhesions  are  met  with  which  are  much 
more  difficult  to  separate,  and  which,  when  separated,  leave  large  raw  surfaces 
behind  that  are  unfortunately  only  too  prone  to  contract  fresh  adhesions. 
These  cases  are  often  extremely  disappointing  ; the  immediate  results  are 
very  brilliant,  but,  as  time  goes  on,  the  old  symptoms  gradually  reappear  as 
the  fresh  adhesions  contract.  At  the  same  time  the  operation  is  always  worth 
doing  as  the  adhesions  may  not  re-form  in  exactly  the  same  way  and  the 
troublesome  symptoms  may  be  relieved.  It  is  well  during  healing  to  try,  by 
putting  the  patient  into  suitable  positions,  to  prevent  recurrence  of  the 
same  sort  of  adhesions  as  before.  For  example,  if  the  stomach  and 
colon  be  found  tucked  up  under  the  liver,  the  patient  may  be  propped  up 
in  bed  after  the  first  12  hours  so  that  the  stomach  falls  downwards,  or  if 
necessary  he  may  actually  sit  up  or  may  lie  upon  one  side  so  as  to  separate 
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the  raw  surfaces  left  as  far  as  possible  ; particular  care  must  of  course  be 
taken  to  secure  thorough  stitching  of  the  abdominal  wall.  The  actual 
management  of  these  cases  cannot  be  described  in  detail  as  everything 
depends  upon  the  particular  circumstances  met  with.  In  all  operations 
for  adhesions  special  care  is  necessary  to  manipulate  the  abdominal  cavity 
as  little  as  possible  and  never  to  allow  antiseptics  to  come  into  contact 
with  the  peritoneal  surfaces,  as  otherwise  further  adhesions  are  inevitable 


GASTROPLICATION. 

This  operation  may  be  mentioned  in  this  connection  although  it 
strictly  does  not  apply  to  cases  in  which  there  is  ulceration  of  the 
stomach.  Occasionally  the  organ  may  be  markedly  dilated  without  any 
great  pyloric  constriction  or  perigastric  adhesions.  These  cases  are  said  to 


Fig.  86. — GA.yrRon.iCATiON.  The  corresponding  ends  of  the  sutures — which  are  sero- 
muscular—are  tied  together  and  pleat  up  the  stomach  wall. 


be  due  to  an  atonic  dilatation  of  the  viscus  from  defective  power  or 
to  dilatation  resulting  from  frequently  recurring  spasm  of  the  pylorus,  and 
for  the  relief  of  this  the  operation  known  as  gastroplication  has  been 
suggested ; the  nature  of  this  is  sufficiently  indicated  by  the  diagram  (see 
I'ig.  86).  It  pleats  up  the  stomach  wall  with  sutures  so  that  the  opposed 
serous  surfaces  adhere  and  mechanically  diminish  the  size  of  the  organ. 
We  have  no  personal  experience  of  the  operation,  and  do  not  think  that 
it  is  likely  to  be  much  practised. 


CHAPTER  XV. 


CANCER  OF  THE  STOMACH. 

Benign  growths  may  occur  in  the  stomach  but  they  are  mere  pathological 
curiosities,  and  the  diagnosis  is  rarely  made  until  after  death  or  until  after 
an  exploratory  laparotomy.  The  tumours  met  with  have  been  generally 
myomata  or  fibromata,  the  former  being  the  more  common.  The  treatment 
of  course  should  be  excision,  and  the  only  point  of  importance  to  bear  in 
mind  is  that  when  an  anomalous  tumour  of  the  stomach  wall  is  met  with 
it  should  not  necessarily  be  set  down  as  malignant.  The  most  common 
malignant  tumour  of  the  stomach  is  undoubtedly  a carcinoma  Sarcoma 
of  the  stomach,  although  occasionally  met  with,  is  an  extreme  rarity.  We 
shall  therefore  confine  our  remarks  entirely  to  the  carcinomatous  form. 

Carcinoma  of  the  stomach  is  a very  frequent  form  of  malignant  disease, 
about  2%  of  all  deaths  from  cancer  occurring  from  this  affection.  Men 
and  women  appear  to  be  affected  in  equal  proportions  and  the  disease 
is  most  common  between  fortv  and  sixty  years  of  age,  and  is  said  to 
be  more  prevalent  in  the  tropics  than  in  temperate  climates.  It  is  almost 
invariably  a primary  lesion  but  is  sometimes  secondary  to  carcinoma  of 
the  oesophagus,  pharynx  or  breast. 

Amongst  predisposing  causes  a pre-existing  ulcer  of  the  stomach  is 
very  important.  The  neighbourhood  of  the  pylorus  is  the  most  common 
situation  of  the  affection,  about  6o°/^  of  all  cases  starting  in  that  region. 
The  growth  is  usually  a cylindrical  epithelioma ; the  lymphatic  glands 
are  affected  comparatively  early,  the  first  to  be  involved  being  those 
along  the  lesser  curvature  and  those  running  up  into  the  region  of  the 
liver.  Before  long  however  the  glands  in  the  omentum  and  about  the 
pancreas  enlarge  and  the  latter  is  a point  of  the  greatest  practical  importance, 
as  glands  in  this  situation  are  extremely  difficult  to'  remove  satisfactorily. 
The  disease  may  involve  the  liver,  spleen  or  pancreas  by  direct  continuity, 
and  occasionally  the  case  terminates  by  a general  cancerous  infection 
of  the  peritoneum. 

SYMPTOMS. — The  symptoms  will  vary  according  to  whether  or  not 
there  be  obstruction  to  the  passage  of  food. 
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When  the  growth  is  situated  near  the  pyloric  end  of  the 
stomach  there  is  a gradually  increasing  obstruction  to  the  passage  of 
the  gastric  contents  accompanied  by  dilatation  of  the  stomach  in  addition 
to  the  symptoms  proper  to  the  growth. 

When  the  growth  is  situated  at  the  cardiac  end,  the  entrance 
of  food  into  the  stomach  is  greatly  hindered  and  the  symptoms  are  practi- 
cally those  of  cesophageal  obstruction. 

When  the  growth  is  situated  in  the  body  of  the  organ  the 
symptoms  proper  to  cancer  of  the  stomach  are  chiefly  in  evidence.  These 
are  very  severe  pain  and  dyspeptic  symptoms  combined  with  the  most 
profound  mal-nutrition.  The  patient  is  sallow  and  ansemic,  loses  flesh 
rapidly  and  suffers  to  a marked  degree  from  the  cancerous  cachexia. 
Vomiting  is  frequent,  and  the  contents  of  the  stomach  show  altered  blood 
and  a remarkable  absence  of  free  hydrochloric  acid.  This  latter  sign  is 
one  of  the  most  marked  symptoms  of  cancer  of  the  stomach  and  is 
a very  valuable  diagnostic  point  in  deciding  between  it  and  gastric 
ulcer.  The  entire  gastric  mucous  membrane  is  in  a condition  of  chronic 
catarrh  and  rapidly  atrophies.  The  free  hydrochloric  acid  rapidly  disappears 
and  its  place  is  taken  by  lactic  acid  resulting  from  the  fermentation  of  the 
stomach  contents,  which  have  also  a peculiarly  offensive  odour. 

Sometimes  the  tumour  is  felt  through  the  abdominal  wall  but  this 
is  not  always  the  case,  either  because  the  growth  is  small  or  because  the 
organ  is  drawn  well  up  under  the  liver.  Occasionally  the  weight  of  the 
tumour  drags  the  stomach  down  into  the  abdomen  and  it  is  then  quite 
easily  felt.  When  the  growth  is  situated  at  the  pyloric  end  it  is  generally 
small  but  when  on  the  anterior  surface  of  the  stomach  it  may  attain  a 
considerable  size ; when  at  the  cardiac  end  the  growth  cannot  as  a rule 
be  felt  unless  it  be  very  extensive  indeed. 

TREATMENT.— The  treatment  of  cancer  of  the  stomach  may  be  either 
medical  or  surgical.  Medical  measures  will  be  required  for  the  relief  of 
pain  when  the  patient  is  obviously  beyond  the  reach  of  surgical  interference. 
Surgical  measures  may  be  radical  or  palliative.  By  radical  surgical  measures 
are  meant  complete  extirpation  of  the  growth  and  any  infected  glands, 
whilst  the  palliative  means  are  those  which  aim  at  allowing  the  patient 
to  live  until  death  occurs  from  some  cause  other  than  starvation  or 
obstruction. 

In  considering  the  treatment  suitable  for  cancer  of  the  stomach  it  is 
best  to  divide  it  up  according  to  the  situation  of  the  disease.  Thus,  the 
treatment  of  cancer  of  the  body  of  the  stomach  not  causing  obstruction  at 
either  orifice,  the  so-called  non-obstructive  cancer  of  the  stomach,  will  be 
considered  first ; after  that  will  come  cancer  of  the  pyloric  end ; and  finally 
the  treatment  of  the  disease  when  situated  near  the  cardiac  end. 

1.  Of  non-obstructive  cancer  of  the  stomach.— Here  the  growth 
is  usually  either  on  the  anterior  surface  of  the  stomach  or  on  the  lesser 
curvature,  and,  when  it  is  small  and  unaccompanied  by  glandular  enlarge- 
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ment  or  adhesion  to  surrounding  structures,  it  may  be  possible  to  extirpate 
it  with  a fair  prospect  of  cure.  It  must  however  be  admitted  that  the 
number  of  cases  that  come  under  observation  in  which  this  is  feasible  is 
extremely  small.  This  is  due  to  the  fact  that  they  are  in  the  first  instance 
watched  for  some  time  before  being  sent  to  the  surgeon,  largely  no  doubt 
because,  when  the  growth  is  small  enough  to  be  easily  removed,  no  tumour 
can  be  felt  from  outside  and  the  diagnosis  is  therefore  uncertain. 

Gastrectomy. — It  must  be  confessed  that  extirpation  of  portions  of 
the  stomach  for  cancer — partial  gastrectomy — is  not  a very  hopeful  pro- 
cedure. This  depends  not  so  much  upon  the  fact  that  the  operation  in 
itself  is  severe,  because  the  most  extensive  operations,  even  involving  a 
resection  of  the  entire  stomach,  have  been  performed  without  the  patient 
succumbing,  but  on  the  fact  that  the  growth  rapidly  disseminates  through 
the  stomach  wall,  and  recurrence  after  these  partial  operations  is  almost 
invariable. 

If  radical  measures  are  to  be  undertaken  with  any  hope  of  avoiding 
recurrence  they  will  probably  have  to  take  the  form  of  excision  of  the  entire 
stomach,  or  the  larger  portion  of  it — practically  complete  gastrectomy. 
Although  the  entire  stomach  has  been  removed  for  cancer  with  temporary 
success,  we  cannot  think  that  the  number  of  cases  in  which  this  can  be  done 
will  be  large,  nor  do  we  look  upon  the  operation  as  at  all  a favourable  one. 
The  chief  objections  are  that  in  cancer  involving  a large  part  of  the  stomach 
the  disease  is  very  likely  to  be  extensively  diffused  both  through  the 
neighbouring  glands  and  through  structures  that  have  become  adherent  to 
the  stomach,  and  we  doubt  if  it  be  wise  to  attempt  this  extremely  radical 
operation.  We  shall  not  therefore  describe  the  operation  for  complete  gas- 
trectomy, holding  as  we  do  that,  if  the  growth  be  sufficiently  large  to  warrant 
such  a severe  procedure,  it  is  practically  beyond  hope  of  immunity  from 
recurrence,  so  that,  even  if  the  patient  were  to  recover,  his  misery  would  only 
be  prolonged  for  a very  short  period ; in  fact,  we  should  advise  that,  if 
glands  be  found  infected  to  any  extent,  extirpation  of  the  primary  growth 
should  not  be  attempted,  and  palliative  measures  should  be  adopted  instead. 
In  connection  with  the  presence  of  enlarged  glands  associated  with  an  ulcer 
of  the  stomach  of  suspected  malignant  origin,  it  is  important  to  remember 
that  these  may  be  met  with  not  only  in  cancer  but  also  in  simple  ulcer  of  the 
stomach,  and  considerable  confusion  may  arise  under  certain  circumstances. 
For  instance,  when  the  exploratory  laparotomy  has  been  done  for  what  is 
supposed  to  be  cancer  of  the  stomach  and  an  indurated  mass  is  felt  on  the 
anterior  wall  and  large  glands  on  the  lesser  curvature,  it  does  not  by  any 
means  follow  that  the  case  is  one  of  malignant  disease,  as  it  may  be  merely 
a simple  ulcer  of  the  stomach  with  considerable  induration  about  the  base 
and  secondarily  enlarged  glands.  The  question  may  be  settled  by  dissecting 
out  one  of  the  glands  and  making  a rough  examination. 

Should  it  be  found  on  performing  an  exploratory  laparotomy  that  the 
growth  is  so  large  or  so  extensively  diffused  over  the  surface  of  the  stomach 
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as  to  negative  a radical  operation,  the  best  plan  is  to  close  the  abdomen 
without  doing  anything  further.  It  has  been  suggested  that,  when  the  disease 
in  the  stomach  is  so  extensive  as  to  prevent  the  patient  taking  food,  the 
operation  of  duodenostomy,  or  preferably  jejunostomy,  should  be  performed. 
Certainly  this  can  be  done  if  the  patient  wishes  it,  and  may  prolong  his  life 
for  a few  weeks,  but  it  is  questionable  whether  it  is  really  worth  while,  and  we 
do  not  advise  it. 

2.  Of  cancer  obstructing  the  pylorus. — Here  operation  is  urgently 
called  for  owing  to  the  inability  of  the  stomach  to  pass  on  its  contents, 
and  on  account  of  this  the  surgeon  is  frequently  called  in  at  a comparatively 
early  stage  of  the  disease.  There  is  a fairly  wide  choice  of  methods 
at  the  disposal  of  the  surgeon  under  these  circumstances : i . excision 

of  the  pylorus  and  the  growth  followed  by  union  of  the  divided  end  of 

the  duodenum  with  the  stomach,— f.i?.  pylorectomy  combined  with  gastro- 
duodenostomy ; 2.  the  growth,  if  too  large  to  be  removed,  may  be  left 
intact  and  a short  circuit  established  by  a gastro-enterostomy ; 3.  failing 
either  of  these  procedures,  a permanent  duodenostomy  or  a jejunostomy 
will  prevent  the  patient  dying  of  starvation. 

In  deciding  upon  which  of  these  methods  to  adopt,  the  first  of  course 
to  - be  considered  is  pylorectomy,  since  that  operation  gives  the  patient 
a chance  not  only  of  relief  from  the  obstruction  but  of  getting  rid  of  the 
disease  for  at  any  rate  a considerable  period.  The  points  that  would 

decide  us  in  favour  of  a pylorectomy  are  first  of  all  that  the  tumour 

should  be  limited  and  small,  that  the  pylorus  should  be  movable,  that 
there  should  be  no  enlarged  glands  in  the  portal  fissure,  in  the  neighbour- 
hood of  the  lesser  curvature  or  the  great  omentum  or,  if  present,  these 
glands  should  only  be  very  few  in  number  and  quite  movable ; lastly,  the 
condition  of  the  patient  should  be  such  as  to  enable  him  to  stand  an 
operation  that  ntust  necessarily  be  of  considerable  severity.  Against  pylo- 
rectomy on  the  other  hand  is  extensive  disease  involving  not  merely  removal 
of  the  pylorus  but  the  greater  part  of  the  stomach,  great  involvement 
of  the  glands,  so  that  some  must  be  left  behind,  numerous  adhesions  of 
the  pylorus  to  the  surrounding  structures  showing  that  the  disease  has 
passed  the  limits  of  the  stomach,  or  such  a feeble  condition  of  the  patient 
as  not  to  warrant  a prolonged  operation.  It  must  never  be  forgotten 
that  pylorectomy  is  a severe  operation  which  the  surgeon  is  not  justified 
in  performing  unless  the  lesion  be  so  limited  that  there  is  a reasonable 
prospect  of  a cure.  On  the  other  hand,  a palliative  gastro-enterostomy 
is  an  operation  that  is  comparatively  simple  and  safe  and  is  sure  to  relieve 
the  patient  of  a great  deal  of  his  trouble.  The  operation  of  pylorectomy 
or  pyloro-gastrectomy,  or  partial  gastrectomy,  as  it  is  more  fitly  called, 
is  done  as  follows : 

Pylorectomy. — Before  proceeding  to  operate,  a short  time  may  be 
devoted  with  great  advantage  to  preliminary  treatment,  as  these  patients,  when 
they  first  come  under  notice,  are  almost  invariably  suffering  from  extreme 
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mal-nutrition.  Whether  this  preliminary  treatment  should  be  adopted,  and 
the  length  of  time  for  which  it  should  be  followed,  will  depend  entirely 
upon  the  degree  of  stenosis  of  the  pylorus  ; if  this  be  very  great,  little 
or  nothing  is  to  be  gained  by  preliminary  treatment  as  absorption  from 
the  stomach,  even  of  highly  digestible  substances,  is  very  feeble  owing  to 
the  catarrhal  and  atrophic  condition  of  the  mucous  membrane,  while 
attempts  to  feed  the  patient  by  the  rectum  almost  invariably  end  in  a 
short  time  by  producing  an  irritation  that  it  is  important  to  avoid  as  the 
patient  must  depend  almost  entirely  on  rectal  feeding  for  the  first  few 
days  after  the  operation.  If  however  the  stenosis  be  slight,  it  is  very  advan- 
tageous to  devote  a week  or  so  to  feeding  the  patient  with  highly  digestible, 
concentrated,  nutritious  food,  such  as  soups,  peptonised  milk  and  meat  juice, 
whilst  the  stomach  should  be  washed  out  daily  to  get  rid  of  any  fermenting 
contents,  and  this  should  be  repeated  twice  a day  for  two  days  before 
the  operation  and  an  irpgation  should  be  practised  immediately  before 
the  ansesthetic  is  given.  The  washing-out  may  be  done  with  boracic 
lotion  and  at  the  end  of  each  10-15  grains  of  salol  may  be  introduced 
and  left  in  the  stomach. 

The  anaesthetic  employed  for  the  operation  should  be  ether  or  the  A.C.E. 
mixture.  The  incision  should  be  a little  to  the  right  of  the  middle  line 
and  sufficiently  free  to  give  thorough  access.  It  will  generally  require  to-be 
carried  from  the  xiphoid  cartilage  to  below  the  umbilicus.  A transverse 
incision  through  the  right  rectus  has  been  recommended  in  order  to  expose 
the  tumour  thoroughly  when  there  is  much  fixation  of  the  pylorus,  but  this 
is  really  unnecessary,  for  the  cases  accompanied  by  fixation  of  this  structure 
are  quite  unsuited  for  removal.  All  the  precautions  against  shock  already 
mentioned  in  connection  with  severe  abdominal  operations  (see  p.  208) 
must  be  rigidly  adhered  to. 

The  first  point  on  opening  the  peritoneal  cavity  is  to  search  for  the 
pylorus  and  to  ascertain  its  mobility  and  the  presence  or  absence  of  adhesions 
to  surrounding  structures.  The  next  point  is  to  examine  for  enlarged  glands. 
The  posterior  surface  of  the  pylorus  must  be  thoroughly  explored  and  this 
can  be  done  by  tearing  a hole  in  the  lesser  omentum  immediately  above  it 
and  introducing  the  finger  behind  so  as  to  examine  its  posterior  surface. 
This  also  allows  the  posterior  surface  of  the  stomach  and  the  pancreas 
to  be  examined  and  the  presence  or  absence  of  enlarged  glands  in  front  of 
the  vertebrae  or  over  the  pancreas  can  be  made  out. 

When  this  has  been  done  and  the  operation  has  been  decided  upon,  the 
first  step  is  to  insure  proper  liberation  of  the  pylorus.  The  edges  of  the 
abdominal  wound  are  widely  retracted,  the  general  peritoneal  cavity  is  care- 
fully packed  off  with  abdominal  cloths  (seep.  177)  and  the  pylorus  is  freed 
by  dividing  the  great  omentum  between  two  pairs  of  long  clamp  forceps 
(see  Fig.  87).  The  vessels  in  the  omentum  can  be  afterwards  tied  separately 
or  en  masse  when  the  pylorus  has  been  removed.  The  lesser  omentum  as  a 
rule  can  be  divided  by  simply  tearing  it  away  with  the  finger  if  care  be  taken 
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to  keep  close  to  the  pylorus ; any  bleeding  vessels  can  be  picked  up  as  they 
are  divided.  A point  of  very  great  practical  importance  is  not  to  divide 
either  of  the  omenta  further  along  the  stomach 
than  the  proposed  line  of  incision  in  the  wall 
of  that  organ,  as  otherwise  the  blood  supply  of 
some  of  the  remaining  portion  of  the  stomach 
or  intestine  may  be  damaged  and  gangrene  may 
result. 

After  the  omenta  have  been  divided,  the 
finger  works  its  way  in  behind  the  pylorus,  and 
the  growth  is  separated  from  the  structures  pos- 
teriorly so  as  to  allow  the  whole  mass  to  be 
drawn  well  up  into  the  wound.  As  this  is  done, 
abdominal  cloths  are  packed  in  around  the 
pylorus  in  all  directions  and  a small  one  is 
passed  behind  the  tumour  so  as  to  protect  the 
abdomen  in  that  direction.  As  the  adhesions 
are  divided,  the  tumour  comes  right  up  into  the 
wound  until  finally  the  operation  can  be  com- 
pleted entirely  outside  the  abdomen.  While  the 
tumour  is  being  isolated,  enlarged  glands  should 
be  searched  for  along  the  greater  and  lesser 
curvatures  and  any  found  should  be  carefully 
shelled  out.  In  doing  this,  however,  great  care  must  be  taken  not  to 
disturb  structures  too  widely  as  otherwise  serious  bleeding  may  occur,  and, 
more  important  still,  the  nutrition  of  the  portion  of  the  organ  left  behind 
may  be  impaired.  Any  enlarged  glands  behind  the  stomach  may  be  left  for 
removal  until  after  the  tumour  has  been  taken  away. 

The  next  point  is  to  remove  the  growth.  Before  doing  this  the  duo- 
denum must  be  clamped  so  as  to  prevent  the  escape  of  its  contents  and 


Fig.  87. — Ci.AMP  Forceps  for 
THF.  iMeSENTERV  IN  EnTEREC- 
TOMV  OR  FOR  THE  OmeNTUm'  IN 
Pylorectomy.  The  blades  should 
not  be  sheathed  with  india-rubber. 


Fig.  88. — Doyen's  Pyi.orectomy  Ci.amp  Forceps. 


this  is  best  done  by  a clamp  such  as  Lane’s  (see  Fig.  60)  or  Makins’s  (see 
P’ig.  65)  introduced  well  to  the  distal  side  of  the  proposed  incision  through 
the  duodenum.  The  occlusion  of  the  stomach  on  the  proximal  side  of 
the  incision  through  that  organ  can  be  quite  safely  entrusted  to  the  fingers 
of  an  assistant,  as  it  is  easy  to  press  the  walls  of  the  organ  together 
and  to  hold  it  well  up  if  the  pylorus  has  been  freed  sufficiently.  In  order 
to  prevent  the  escape  of  discharges  from  the  portion  of  the  stomach  that 
is  to  be  exci.sed,  it  is  well  to  clamp  this  organ  on  the  opposite  side  of 
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the  proposed  incision  both  in  the  duodenum  and  in  the  stomach  by  long 
compression  forceps  such  as  Doyen’s  (see  Fig.  88). 

The  surgeon  now  cuts  through  the  stomach  wall,  directing  his 
assistant  to  compress  the  vessels  along  the  greater  and  lesser  curvatures 
carefully.  The  line  of  division  through  the  stomach  wall  will  usually  be 
somewhat  oblique.  Fig.  89  shows  the  various  modes  of  section  of  the 


Fig.  89. — Various  methods  of  performing  Pylorectomy.  In  each  case  A shows 
the  lines  of  incision  for  removing  the  growth,  while  .5  and  C indicate  the  manner  in  which 
the  continuity  of  the  intestinal  canal  is  restored  subsequently. 

Stomach  in  different  cases,  but  with  reference  to  some  of  them  it  may  be 
remarked  that,  when  the  growth  is  sufficiently  extensive  to  demand  their 
employment,  it  will  in  the  majority  of  cases  be  beyond  the  scope  of  a 
pylorectomy.  The  simplest  plan  of  dividing  the  stomach  is  to  cut  through 
both  walls  together  with  a knife,  performing  the  section  as  rapidly  as 
possible  and  instructing  an  assistant  to  throw  an  abdominal  cloth  over  the 
divided  end  of  the  viscus,  and  to  raise  it  well  up  and  pull  it  over  to 
the  left-hand  side  out  of  the  abdomen  immediately  the  section  is  complete; 
another  assistant  at  the  same  time  pulls  the  pylorus  and  the  growth  to 
the  opposite  side.  This  latter  mass  is  now  covered  up  in  an  abdominal 
cloth  and  can  easily  be  kept  out  on  the  abdomen  away  from  all  risk  of 
fouling  the  peritoneal  cavity,  whilst  the  surgeon  proceeds  to  suture  the 
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divided  end  of  the  stomach.  This  can  be  rapidly  done  by  a continuous 
suture  taking  up  all  the  coats  of  the  viscus  and  shutting  off  the  stomach 
cavity  and  at  the  same  time  compressing  oozing  points.  Any  spurting 
vessels  may  be  seized  and  twisted  or  tied  and  the  assistant  can  control  the 
bleeding  quite  readily  between  his  fingers.  The  occluding  suture  just 
described  is  now  buried  by  invaginating  it  vvith  a continuous  sero-muscular 
suture  of  fine  silk.  This  sewing-up  of  the  stomach  is  precisely  similar  to 
that  for  a simple  gastrotomy  and  has  already  been  described  (see  p.  212). 
It  is  well  in  these  cases,  where  the  line  of  incision  across  the  stomach  is 
a long  one,  to  divide  the  continuous  sero-muscular  suture  into  at  least  two 
or  three,  so  that  there  is  less  risk  of  the  wound  opening  up  if  one  loop 
of  the  suture  slips  or  cuts  its  way  out. 

W'hen  this  suture  has  been  completed,  all  blood  is  sponged  up,  the 
stomach  wall  is  carefully  sponged  over,  wrapped  round  with  a fresh  ab- 
dominal cloth  and  allowed  to  drop  back  into  the  abdomen,  whilst  the 
surgeon  turns  his  attention  to  the  removal  of  the  tumour  and  the  division 
of  the  duodenum.  The  portion  to  be  removed,  enveloped  in  its  abdominal 
cloth,  is  well  raised  by  the  assistant,  the  duodenum  is  pulled  forwards,  the 
first  part  of  it  is  cut  across  and  the  whole  tumour,  together  with  the  clamps 
upon  it,  removed.  All  that  now  remains  to  be  done  is  to  attach  the 
open  end  of  the  duodenum  to  the  remains  of  the  stomach  an  inch  or 
two  behind  the  line  of  section  in  that  organ  and  rather  nearer  to  the 
greater  than  the  lesser  curvature.  This  attachment,  which  is  strictly  a 
gastro-duodenostomy,  is  performed  by  simple  suture,  the  cut  end  of  the 
duodenum  being  attached  to  the  margins  of  the  fresh  opening  into  the 
stomach  and  is  done  in  a precisely  similar  manner  to  gastro-enterostomy 
where  the  Y-operation  is  performed  (see  p.  256);  if  speed  be  an  object, 
Mayo  Robson’s  bobbin  may  be  used.  Before  actually  making  the  anas- 
tomosis, the  region  behind  the  pylorus  and  the  stomach  must  be  carefully 
examined  for  enlarged  glands,  which  are  removed  by  dissection  when 
found. 

The  method  above  described  is  that  which  we  have  successfully  used 
in  several  cases  of  pylorectomy  and  the  one  that  we  prefer  for  various 
reasons  to  all  the  others  with  which  we  are  acquainted.  In  the  first 
place  it  is  in  our  opinion  simpler  than  the  method  originally  recommended, 
which  consisted  in  closing  the  upper  three-fourths  of  the  line  of  section 
in  the  stomach  and  then  uniting  the  open  end  of  the  duodenum  end  to  end 
with  the  lower  fourth  (see  Fig.  89).  This  has  more  than  one  disadvantage  ; 
it  is  undoubtedly  difficult  to  unite  satisfactorily  by  simple  suture  two  portions 
of  intestine  having  so  different  a calibre  and  consistence  as  the  stomach 
and  the  duodenum,  and  there  must  always  be  a weak  spot  where  the 
circular  line  of  anastomosis  joins  the  vertical  line  of  simple  suture.  We 
prefer  the  posterior  surface  of  the  stomach  for  making  the  anastomosis, 
because  as  a rule  the  duodenum  lies  considerably  deeper  than  the  stomach, 
although  this  is  not  a point  of  very  great  importance,  and  the  anterior 
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surface  may  be  chosen  if  it  be  preferred.  A glance  at  Fig.  89  will  show 
the  various  methods  of  union  that  have  been  adopted.^ 

All  that  now  remains  to  be  done  is  to  remove  the  clamp  from  the 
duodenum,  clean  up  the  operation  area  very  carefully,  and  apply  the  neces- 
sary number  of  ligatures  to  the  divided  edge  of  the  great  omentum.  The 
vessels  in  this  structure  should  be  tied  separately,  if  time  allows,  so  as  to 
avoid  any  large  raw  surface  which  might  contract  troublesome  adhesions 
to  important  structures  during  healing. 

After-treat7ne7it. — This  is  precisely  the  same  as  for  gastrotomy  and 
gastro-enterostomy  (see  p.  217).  The  shock  accompanying  the  operation 
is  nearly  always  profound,  but  is  not  as  grave  as  might  be  anticipated 
from  the  severity  of  the  operation.  It  is  generally  advisable  to  have 
recourse  to  large  saline  injections  either  into  the  rectum,  the  abdominal 
cavity,  or  even  into  the  veins.  Infusion  into  the  two  former  situations 
should  be  practised  in  any  case  and  the  intra-venous  infusion  should  be 
done  if  the  shock  be  very  profound  and  should  be  repeated  as  often  as 
its  good  effects  appear  to  be  passing  off.  The  other  precautions  against 
shock  (see  Part  I.,  p.  139)  must  also  be  adopted. 

Combined  pylorectomy  and  gastro-jej unostomy. — The  method 
just  described  is  the  one  that  we  have  always  so  far  found  suitable,  as 
the  divided  ends  of  the  duodenum  and  stomach  usually  meet  easily.  It 
has  however  been  objected  that  this  method  is  not  always  applicable 
when  larger  portions  of  the  stomach  have  to  be  taken  away.  Should  it 
happen  that  at  the  end  of  the  operation  it  is  impossible  to  anastomose  the 
duodenum  to  the  stomach,  the  operation  may  be  satisfactorily  completed 
by  invaginating  and  suturing  up  the  divided  end  of  the  duodenum  in  a 
manner  exactly  similar  to  that  previously  carried  out  in  the  stomach  and 
then,  after  having  thoroughly  cleaned  up  the  operation  area,  and  removed 
any  glands  behind  the  stomach,  the  latter  structure  with  the  transverse 
colon  and  the  omentum  should  be  raised,  the  jejunum  defined  and  an 
ordinary  posterior  gastro-enterostomy  performed  (see  p.  247). 

Gastro-enterostomy. — If  the  surgeon  finds,  after  a thorough  examina- 
tion of  the  tumour,  that  it  is  inadvisable  to  perform  pylorectomy,  the 
best  thing  is  to  establish  a communication  between  the  stomach  and  the 
jejunum  in  the  ordinary  manner  before  closing  the  abdominal  wound ; 
full  details  of  this  have  already  been  given  (see  p.  240).  Here  the  anterior 
operation  will  be  the  one  of  choice,  because  the  adhesions  on  the  posterior 
surface  of  the  stomach  may  be  so  great  as  to  prevent  the  proper  turning 
forwards  of  that  organ. 

^At  the  meeting  of  the  Clinical  Society  on  November  the  8th,  1901,  Mr.  Moynihan 
read  a paper  on  this  subject  which  is  well  worthy  of  study  by  anyone  proposing  to 
operate  on  cancer  towards  the  pyloric  end  of  the  stomach.  He  pointed  out  that  in 
order  to  remove  probably  infected  lymphatic  areas  it  is  necessary  to  take  away  a con- 
siderable portion  of  the  stomach  (see  British  Medical  Jottimal,  November  i6th,  1901, 
p.  1470). 


GASTRIC  CANCER. 


295 


Duodenostomy. — The  only  other  method  of  treatment  at  all  likely  to 
be  adopted  in  these  advanced  cases  of  cancer  is  a permanent  duodenostomy. 
This  may  be  called  for  when  the  cancer  is  too  far  advanced  for  excision  and 
when  it  also  spreads  so  extensively  over  the  surface  of  the  stomach  that  there 
is  no  possibility  of  performing  a gastro-enterostomy  successfully.  A permanent 
opening  on  the  further  side  of  the  growth  is  therefore  the  only  means  of 
prolonging  the  patient’s  life,  but  in  these  cases  he  is  so  near  death  when 
the  operation  is  performed  that  the  chances  of  any  material  prolongation  of 
life  are  extremely  slight,  and  we  have  never  yet  recommended  it. 

The  operation,  if  decided  upon,  is  done  through  the  ordinary  vertical 
incision  slightly  to  the  right  of  the  middle  line,  and  the  duodenum  if 
possible  is  brought  up  into  the  wound,  fixed  in  position  by  sutures  and 
opened  two  or  three  days  afterwards,  much  in  the  same  way  as  for  inguinal 
colotomy.  It  may  be  impossible  to  get  the  duodenum  up  to  the  abdominal 
wall  owing  to  the  extent  of  the  growth,  and  then  the  only  thing  to  do  is  to 
bring  up  a loop  of  the  jejunum.  The  opening  in  the  jejunum  must  be  very 
small  so  as  not  to  interfere  with  the  passage  of  bile  and  pancreatic  secretion 
past  the  artificial  orifice ; it  is  particularly  important  not  to  form  a spur,  as 
is  done  in  inguinal  colotomy,  or  the  bile  and  pancreatic  secretion  will  be 
discharged  through  the  wound  to  the  patient’s  great  discomfort  and  dis- 
advantage. When  the  loop  of  bowel  is  drawn  up  into  the  wound,  only 
enough  of  it  is  drawn  through  the  opening  to  just  protrude  beyond  the  skin, 
and  the  abdominal  wall  is  sutured  to  the  sero-muscular  coat  by  six  or  eight 
interrupted  catgut  sutures.  Two  guiding  sutures  are  passed  through  the 
intestinal  wall  opposite  the  ends  of  the  proposed  future  incision,  and  the 
bowel  is  left  unopened  for  two  or  three  days,  at  the  end  of  which  time  a small 
opening,  sufficient  to  admit  a large  catheter,  is  made  into  the  bowel. 

3.  Of  cancer  of  the  cardiac  end  of  the  stomach. — This  condition  is 
l)ractically  identical  with  malignant  disease  of  the  cardiac  end  of  the 
oesophagus,  at  any  rate  as  far  as  its  treatment  is  concerned,  and  has  already 
been  fully  dealt  with  (see  p.  117). 


CHAPTER  XVI. 


INJURIES  OF  THE  INTESTINES,  THE  OMENTUM  AND 

THE  MESENTERY. 

Penetrating  and  non-penetrating  wounds  of  the  abdominal  wall  have 
already  been  dealt  with  (see  Chap.  XL)  as  have  also  injuries  of  the  stomach 
(see  Chap.  XIII.).  We  shall  here  deal  with  the  similar  affections  of  the 
intestine,  both  large  and  small,  and  shall  include  also  injuries  of  the  omentum 
and  the  mesentery.  The  effects  of  an  injury  differ  according  as  it  is  a con- 
tusion or  an  incised  wound,  and  either  may  produce  two  very  important 
and  distinct  results,  namely,  (a)  bleeding,  and  (i)  injury  to  the  intestinal 
wall. 

Excessive  and  even  fatal  haemorrhage  may  follow  wounds  of  the  omentum 
or  the  mesejitery  without  any  injury  to  the  intestinal  wall.  The  extent  of 
the  lesion  varies  from  a simple  longitudinal  tear  which  does  little  more 
than  rupture  one  vessel  to  an  extensive  laceration  of  the  omentum  or  de- 
tachment of  the  mesentery  either  from  the  spine  or  the  bowel ; in  the  latter 
case  very  serious  secondary  intestinal  phenomena  may  result  from  the  injury 
to  the  blood-supply  of  the  bowel.  Of  course  there  are  other  possible  sources 
of  blood  found  on  opening  the  abdomen  after  an  injury  and  naturally  these 
must  be  sought  for  and  if  possible  dealt  with,  but  they  will  be  referred  to  later 
in  connection  with  the  organs  concerned. 

Serious  haemorrhage  may  also  occur  when  there  is  injury  to  the  intestinal 
wall  and  the  larger  arterial  trunks  as  they  leave  the  mesentery  to  supply  the 
intestine ; here  there  is  a combination  of  severe  internal  haemorrhage  with 
perforation  of  the  bowel. 

An  injury  to  the  abdominal  wall  may  cause  partial  or  entire  rupture  of 
any  portion  of  the  intestmal  canal.  The  parts  most  frequently  affected  are 
the  jejunum  and,  with  nearly  the  same  frequency,  the  ileum ; but  in  severe 
crushes,  such  as  occur  when  the  abdomen  is  run  over  by  a heavy  cart,  the 
more  fixed  portions  of  the  intestine,  such  as  the  duodenum,  the  caecum  and 
the  ascending  colon,  suffer  most.  The  injury  to  the  bowel  may  vary  from  a 
simple  contusion  to  an  extensive  laceration  or  a complete  division  of  the 
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intestine ; the  injuries  may  be  limited  to  one  coil  of  bowel  or  they  may  be 
multiple.  As  a rule  they  are  more  likely  to  be  multiple  in  cases  of  pene- 
trating wounds  than  in  contusions,  but  in  treatment  it  is  always  well  to 
remember  the  possibility  of  multiplicity  and  to  satisfy  oneself  that  all  the 
injuries  have  been  seen  to. 

"J'he  injury  is  met  with  most  frequently  on  the  convex  surface  of  the 
intestine ; in  bad  contusions  a portion  of  the  bowel  may  be  torn  asunder, 
usually  a movable  from  a more  fixed  portion,  such  as  the  jejunum  from  the 
duodenum  or  the  ileum  from  the  ctecum.  The  transverse  colon  is  perhaps 
the  part  of  the  large  intestine  most  frequently  injured  ; after  that  the  caecum 
and  then  the  descending  colon.  ^ > 

M’hen  perforation  occurs  in  any  part  of  the  small  intestine  except  the 
duodenum,  the  contents  of  the  bowel  pass  directly  into  the  general  peritoneal 
cavity ; the  second  and  third  parts  of  the  duodenum  however  are  not  entirely 
surrounded  by  peritoneum  and  a rupture  on  the  posterior  surface  there  will 
be  followed  by  extravasation  into  the  cellular  tissue  behind,  and  this  will 
lead  subsequently  to  an  abscess  which  points  in  the  perinephric,  iliac,  or 
sub-diaphragmatic  regions.  These  wounds  of  the  duodenum  with  infection 
of  the  cellular  tissue  behind  are  very  fatal ; as  a rule  the  patient  dies  of 
septic  poisoning  and  it  is  rarely  possible  to  do  anything  effectual  in  the  way 
of  treatment.  The  same  is  true  of  wounds  affecting  only  the  posterior 
surface  of  the  ascending  or  descending  colon. 

Differential  diagnosis  between  haemorrhage  and  ruptured  bowel. — The 
first  and  most  important  point  in  these  intestinal  cases,  as  distinguished  from 
the  gastric  ones,  is  to  try  to  distinguish  haemorrhage  into  the  abdomen  from 
rupture  of  the  intestinal  wall.  The  reason  that  this  is  so  important  is  that  in 
the  case  of  haemorrhage  the  sooner  the  operation  is  performed  the  better  is 
the  chance  for  the  patient,  whereas  in  an  intestinal  rupture  it  is  well  to  wait 
for  some  recovery  from  the  shock.  Unless  the  patient  recovers  from  the 
profound  shock  accompanying  the  rupture,  he  is  very  likely  to  die  of  the 
laparotomy ; in  most  cases  some  amount  of  reaction  will  set  in.  In  the  case 
of  haemorrhage,  however,  waiting  for  recovery  from  shock  would  merely  allow 
the  bleeding  to  go  on  until  operation  would  be  useless.  At  first,  no  doubt, 
it  is  very  difficult  to  say  whether  a patient  is  the  subject  of  internal  haemor- 
rhage or  of  perforation ; in  both  cases  he  is  blanched  and  suffering  from 
severe  depression. 

If  the  case  be  one  of  hm?norrhage  there  will  be  all  the  general  symptoms 
already  described  (see  Part  I.,  p.  135),  while  at  the  same  time  there  is  often 
localised  dulness  over  the  front  of  the  abdomen,  or  dulness  appears  in  the 
more  dependent  parts  such  as  the  flanks  or  the  pelvis,  where  the  finger  in  the 
rectum  or  the  vagina  may  detect  the  presence  of  an  accumulation  of  fluid  in 
Douglas’s  pouch.  These  symptoms  would  not  be  met  with  for  some  time 
were  the  case  one  of  ruptured  bowel,  as  the  amount  of  the  intestinal  contents 
escaping  is  not  sufficient  to  produce  any  marked  swelling  or  dulness  ; on  the 
contrary  there  is  more  likely  to  be  a tympanitic  condition  from  distension 
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with  gas.  In  rupture  of  the  intestines  the  dulness  and  swelling  do  not  super- 
vene until  later  when  peritonitis  has  set  in.  Hence  marked  collapse  with, 
extreme  pallor  and  the  general  signs  of  haemorrhage  accompanied  by  dulness 
in  the  dependent  parts  of  the  abdomen  indicate  haemorrhage  and  call  for 
immediate  operation. 

hi  rupture  of  the  intestine,  as  distinguished  from  haemorrhage,  the  patient 
suffers  early  from  profound  shock  which  it  is  by  no  means  easy  to  differentiate 
from  that  due  to  the  injury  to  the  abdomen  as  a whole.  The  symptoms 
so  closely  resemble  those  of  similar  conditions  in  the  stomach  that,  as  these 
latter  have  already  been  described  (see  p.  206),  we  need  not  go  at  all  fully 
into  the  symptomatology.  With  the  exception  of  haematemesis,  which  is 
not  present  in  the  cases  of  which  we  are  now  speaking,  the  symptoms  are 
practically  identical.  In  intestinal  injuries,  however,  the  abdominal  disten- 
sion from  gas  free  in  the  peritoneal  cavity  is  generally  much  more  marked. 
When  there  is  much  shock  it  is  well  to  wait  for  a short  time  before  deciding 
to  open  the  abdomen  except  in  penetrating  wounds,  when  operation  is 
always  required ; even  here  however  it  is  well  to  wait  an  hour  or  so  and 
to  employ  meanwhile  suitable  measures  ,for  the  relief  of  the  shock. 

TREATMENT  OF  INTERNAL  HEMORRHAGE. 

The  methods  both  of  opening  and  of  closing  the  abdomen  have 
been  fully  discussed  (see  p.  188).  The  incision  should  be  free,  as  it  is 
essential  to  make  sure  by  thorough  inspection  of  the  abdominal  contents 
whether  injury  has  occurred ; it  should  be  vertical  and  at  least  six  inches 
long,  and  may  require  enlargement  subsequently.  The  most  convenient 
plan  is  to  make  the  umbilicus  the  mid-point  of  the  incision.  If  the 
opening  be  entirely  below  the  umbilicus  it  must  be  extended  upwards  in 
order  to  examine  the  attachment  of  the  mesentery,  and  certainly  the 
omentum  cannot  be  got  at  through  such  an  incision ; whereas,  if  the 
umbilicus  be  its  centre,  all  parts  of  the  abdomen  are  accessible  and  it  is 
quite  easy  to  enlarge  it  either  upwards  or  downwards. 

The  details  of  the  procedure  immediately  after  opening  the  abdominal 
cavity  for  any  serious  injury  to  its  contents  has  already  been  gone  into  so 
fully  that  it  is  needless  to  recapitulate  them  here ; the  reader  is  referred 
to  p.  178.  The  object  is  to  ascertain  with  the  minimum  amount  of  dis- 
turbance to  the  parts  whether  there  is  a perforation  of  the  bowel  or  serious 
internal  haemorrhage  and  whether  the  latter  proceeds  from  one  of  the  large 
viscera,  such  as  the  liver  or  spleen,  or  whether  it  is  superficial  or  deep  to  the 
omentum.  We  shall  first  assume  that  an  injury  of  the  omentum  has 
been  found. 

INJURY  TO  THE  OMENTUM.— The  first  thing  is  to  rapidly  turn 
out  the  omentum  upon  a hot  abdominal  cloth  and  to  inspect  it.  This 
structure  may  be  torn  either  vertically  or  transversely ; in  the  latter  case 
the  haemorrhage  is  much  more  severe  than  in  the  former  and  occasionally 


TRAUMATIC  AP'FECTIONS. 


299 


the  greater  part  of  the  membrane  is  torn  from  the  stomach.  Sometimes 
,^he  ' blood,  instead  of  escaping  into  the  peritoneal  cavity,  infiltrates  the  sub- 
stance of  the  omentum  and  gives  rise  to  a large,  localised  htematoma. 

When  the  omentum  is  wounded  towards  its  upper  part,  the  abdominal 
incision  should  be  at  once  extended  upwards  so  that  the  entire  structure  can 
be  examined  without  any  traction ; for  it  is  extremely  delicate  and  traction 
may  easily  increase  the  rent  or  rupture  some  large  vessel  and  thus  add 
seriously  to  the  bleeding.  The  best  way  to  extend  the  incision  upwards 
is  to  slit  up  the  whole  thickness  of  the  abdominal  wall  at  once  with  strong 
scissors  or  a probe-pointed  bistoury,  clamping  bleeding  points  as  they  are 
met  with. 

In  dealing  with  bleeding,  two  points  must  be  borne  in  mind,  namely,  the 
arrest  of  the  haemorrhage  and  the  avoidance  of  any  hole  in  the  omentum 
through  which  strangulation  might  occur  or  any  loose  strand  which  might 
form  a band  and  so  favour  intestinal  obstruction. 

A simple  vertical  rent  in  the  omentum  can  be  sewn  up  accurately  with  a 
curved  needle  and  fine  catgut  after  the  vessels  have  been  picked  up  and  tied 
on  the  surface  of  the  tear.  It  requires  some  skill  in  doing  this  to  avoid  per- 
forating other  vessels  in  the  vicinity  which  might  give  rise  to  troublesome 
bleeding.  Should  this  accident  take  place,  the  wounded  vessel  had  better  be 
under-run  with  fine  catgut  on  a fully-curved  Hagedorn  needle. 


Fig.  90.  — Method  op  treating  an  horizontal  Rent  in  the  Omentum.  The 
shaded  area  repre.sents  the  gap  made  by  the  laceration  ; the  dotted  lines  are  the  lines  of 
section  of  the  omentum  (after  ligature  of  the  vessels)  in  order  to  make  a gap  that  c.an  be 
easily  sutured. 


When  there  is  a transverse  rerit  of  the  oinentum,  the  procedure  will  depend 
upon  its  extent.  Small  rents  can  be  stitched  up  after  the  vessels  are  tied ; if 
they  be  more  extensive  it  will  probably  be  best  after  tying  the  vessels  to  take 
out  a wedge  of  the  omentum  (see  Fig.  90)  and  then  to  stitch  the  edges 
accurately  together  throughout. 

When  there  is  a large  luetnatoma  in  the  omentum  it  is  very  difficult  to  find 
the  bleeding  point  and,  as  the  large  mass  will  ultimately  lead  to  widespread 
adhesions,  it  is  better  to  excise  it  completely.  This  is  done  by  inserting  a 
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series  of  interlocking  ligatures  around  the  haematoma  (see  Fig.  91);  the 
hcematoma  is  then  excised  and  the  cut  surfaces  stitched  together  with 
fine  catgut.  This  is  quite  easy  if  the  sutures  be  arranged  in  a large  semi- 
circle. 


Fig.  91. — Removal  op  a Hajjiatoma  from  the  Omentum.  very  long  thread  is 
taken  and  the  omentum  transfi.\ed  all  around  the  haematoma  as  depicted  above.  A series 
of  loops  is  made  and  these  are  divided  along  the  marks  shown  in  the  diagram  so  as  to 
produce  a number  of  separate  ligatures  which  are  tied  one  by  one.  As  the  needle  is 
made  to  transfix  the  omentum  the  thread  each  time  is  caught  by  a hook  or  by  forceps, 
the  needle  withdrawn  still  threaded  and  made  to  transfix  the  omentum  again  further  on, 
where  the  same  procedure  is  repeated.  The  gap  shown  in  the  right-hand  sketch  is  closed 
by  a few  points  of  suture  between  the  opposite  sides.  Before  tying,  each  thread  is  twisted 
round  the  adjacent  one  of  the  suture  following,  so  as  to  interlock. 


INJURY  TO  THE  MESENTERY  OR  THE  MESO  COLON.— 

Should  it  be  found  on  opening  the  abdomen  that  the  omentum  is  uninjured 
but  that  there  is  free  haemorrhage,  the  best  thing  is  to  turn  out  the  omentum 
and  transverse  colon  on  to  an  abdominal  cloth  spread  upon  the  chest  and  to 
slip  the  hand  rapidly  down  along  the  under  surface  of  the  transverse  meso- 
colon as  far  as  the  spine,  where  the  aorta  will  at  once  be  felt  and  may  be 
compressed  together  with  the  root  of  the  mesentery,  so  as  to  temporarily 
arrest  the  haemorrhage,  whilst  the  actual  bleeding  spot  is  being  searched  for. 
This  method  of  temporarily  arresting  the  bleeding  should  then  be  entrusted 
to  an  assistant,  so  as  to  leave  the  surgeon’s  hands  free.  The  search  for  the 
bleeding  point  is  best  carried  out  by  rapidly  turning  out  the  intestines, 
swabbing  away  blood  or  clot  from  the  coils  as  rapidly  as  possible  and  then 
returning  coil  after  coil  into  the  abdomen  until  the  seat  of  haemorrhage  is 
found.  The  best  plan  is  to  begin  at  the  lower  end  of  the  ileum  at  its  junction 
with  the  caecum  and  to  examine  and  put  back  the  coils  of  small  intestine  from 
that  point. 

When  found,  the  bleeding  point  may  be  temporarily  compressed  whilst 
the  wound  is  enlarged  or  the  intestines  are  arranged  so  as  to  have  the  parts 
completely  in  view.  The  further  procedure  will  depend  upon  the  nature  of 
the  injury ; when  this  is  a mere  slit,  the  bleeding  point  can  usually  be  seized 
in  forceps,  a ligature  applied  and  the  slit  stitched  up  with  fine  catgut,  taking 
care  not  to  puncture  the  vessels  with  the  needle. 
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Much  more  serious  however  is  a transverse  tear  of  the  mesenteiy  which  is 
generally  met  with  close  to  the  intestine  ; should  it  occur  at  the  root  of  the 
mesentery  the  patient  will  probably  bleed  to  death  before  surgical  assistance 
can  be  obtained.  The  importance  of  these  cases  is  due  not  only  to  the  free 
bleeding  to  which  they  give  rise  but  to  the  serious  damage  to  the  blood- 
supply  of  the  corresponding  segment  of  the  intestine ; except  when  the  tear 
is  quite  small  the  portion  of  intestine  involved  is  completely  deprived  of  its 
blood-supply  and  will  subsequently  become  gangrenous.  It  is  uncertain  how 
much  of  the  mesentery  may  be  thus  detached  without  causing  gangrene,  but 
it  is  not  very  much ; if  it  be  detached  for  two  inches  or  more,  gangrene  is 
practically  certain  to  occur  and  it  is  absolutely  necessary  to  remove  the 
affected  portion  of  the  bowel  in  order  to  avoid  it.  When  the  rent  is  less  than 
an  inch  long,  it  may  be  sufficient  to  tie  the  bleeding  points  and  re-attach  the 
mesentery  to  the  intestine,  but  in  the  more  extensive  cases,  and  certainly  in 
all  those  in  which  two  inches  or  more  are  torn  away,  the  loop  of  bowel 
involved  should  be  excised  and  the  ends  united  by  an  end-to-end  anastomosis 
(see  p.  306).  This  question  of  interference  with  the  intestinal  blood-supply 
must  be  considered  even  in  vertical  rents,  because  the  bleeding  vessel  may 
supply  a considerable  section  of  the  intestine  and  its  ligature  may  lead  to 
gangrene  in  that  portion  just  as  if  the  mesentery  had  been  torn  from  the 
bowel ; it  may  happen  therefore  that  a certain  amount  of  the  intestine  will 
have  to  be  excised  here  also. 

When  the  injury  is  deep  duivn  at  the  root  of  the  mesentery  it  is  extremely 
difficult  to  tie  the  bleeding  points,  and  attempts  to  do  this  sometimes  lead  to 
further  laceration  of  the  vessels,  as  the  forceps  tear  through  or  the  mesentery 
gets  more  damaged  through  the  manipulations.  When  there  is  much  trouble 
of  this  kind  the  simjjJest  plan  is  to  leave  on  the  forceps  which  secure  the 
bleeding  point.  The  handles  of  the  forceps  are  left  protruding  through  the 
abdominal  wound,  which  is  stitched  up  completely  except  at  this  point ; h^re 
temporary  stitches  are  inserted  to  be  tied  when  the  forceps  are  taken  off  at 
the  end  of  about  48  hours.  At  the  end  of  that  time  the  forceps  are  gently 
unlocked  and  withdrawn  from  the  wound,  the  temporary  stitch  is  tied  and 
the  wound  is  thus  completely  closed. 

When  the  bleeding  has  been  arrested  it  is  well  to  flush  out  the  abdomen 
with  hot  normal  saline  solution  (see  p.  177).  This  is  done  partly  to  remove 
clots  which,  if  left  behind,  organise  and  may  give  rise  to  troublesome 
adhesions  subsequently,  and  partly  to  fill  the  blood-vessels  with  fluid.  If 
necessary,  a saline  intra-venous  injection  must  be  employed.  The  abdominal 
wound  can  as  a rule  be  closed  without  any  drainage ; when  however  it  is  not 
quite  certain  that  the  oozing  has  completely  stopped  it  may  be  well  to  intro- 
duce a Keith’s  glass  drainage  tube  into  Douglas’s  pouch  w'ith  a narrow  strip 
of  gauze  in  its  lumen  so  as  to  act  as  a capillary  drain.  This  should  not  be 
left  in  for  more  than  24  hours. 
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TREATMENT  OF  RECENT  INJURIES  TO  THE  INTESTINAL  WALL. 

Early  operation  is  so  vital  in  severe  injuries  to  the  intestinal  wall  that 
the  surgeon  should  always  go  to  the  case  fully  prepared  to  operate  and  should 
remain  with  the  patient  until  he  has  made  up  his  mind  on  the  question.  I'o 
go  and  see  a patient,  to  find  him  profoundly  collapsed  and  then  to  return 
some  hours  later  to  see  how  he  progresses  is  merely  to  jeopardise  his  life. 
The  surgeon  should  have  everything  prepared  for  operation  even  before  he 
makes  up  his  mind,  and  should  then  watch  the  symptoms  carefully,  so  as  to 
be  able  to  intervene  at  the  earliest  possible  moment  that  is  safe. 

The  prognosis  of  intestinal  rupture  is  very  grave,  the  average  duration  of 
life  from  the  time  of  the  accident  being  about  48  hours  and,  if  the  patient  is 
to  have  a really  good  chance,  the  operation  must  be  done  within  three  or  at 
the  most  six  hours  from  the  receipt  of  injury ; after  that  the  chances  of 
eradicating  sepsis  are  very  slight  and  attempts  to  do  so  by  extensive  manipula- 
tion of  the  inflamed  intestines  and  peritoneum  give  rise  to  the  most  profound 
shock,  of  which  the  patient  dies.  Hence  we  should  say  that,  unless  the 
operation  be  performed  during  the  first  few  hours  (certainly  within  the  first 
24),  it  is  better  to  leave  the  patient  alone  and  to  give  him  the  chance  of 
the  inflammation  becoming  localised  and  followed  by  the  formation  of 
an  abscess,  than  to  make  any  attempt  to  cleanse  the  general  peritoneal 
cavity. 

In  the  interval  during  which  the  surgeon  is  waiting  to  make  up  his  mind 
as  to  operation,  appropriate  measures  should  be  taken  against  shock  (see 
Part  I.,  p.  139),  particularly  the  free  employment  of  stimulants  combined 
with  rectal  or  subcutaneous  injections  of  hot  salt  solution.  Directly  it  is 
decided  to  operate,  it  is  well  to  administer  a full  dose  of  morphine,  as  the 
shock  is  often  much  diminished  by  the  relief  of  pain  it  affords ; the  pulse 
improves  at  the  same  time  and  the  faecal  extravasation  diminishes  because  the 
intestine  is  quieted.  Morphine  should  however  never  be  given  earlier  than 
this,  because  the  improvement  following  it  is  sometimes  so  marked  that  the 
surgeon  is  apt  to  leave  the  patient  alone  and  so  to  allow  him  to  die  of  peritonitis. 
During  this  period  also  all  the  preparations  for  the  operation  should  be  made 
and  the  skin  shaved  and  disinfected,  so  as  to  reduce  to  a minimum  the 
time  that  the  patient  has  to  be  under  the  anaesthetic.  These  points  will 
be  found  fully  dealt  with  in  connection  with  the  injuries  to  the  abdomen 
(see  p.  177). 

We  have  already  pointed  out  that,  unless  there  be  a very  strong  indication 
as  to  the  seat  of  the  injury  in  the  bowel,  the  abdominal  incision  should  be 
made  close  to  the  middle  line.  No  doubt  the  ruptured  intestine  often 
remains  motionless  beneath  the  badly-bruised  abdominal  wall  and  the  more 
fixed  portions  of  the  bowel,  such  as  the  caecum,  cannot  of  course  move 
out  of  the  way ; these  cases  may  possibly  form  exceptions  to  the  general  rule, 
but  in  the  great  majority,  even  of  punctured  wounds,  opening  the  abdomen  in 
the  middle  line  will  be  the  best  practice.  The  actual  seat  of  rupture  may  be 
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to  some  extent  diagnosed  as  soon  as  the  abdomen  is  opened  by  the  nature  of 
the  intestinal  contents  e.xtravasated  (see  p.  179).  It  has  already  been  recom- 
mended (see  p.  179)  that,  when  neither  blood  or  faeces  appear  on  opening  the 
abdomen,  it  is  well  to  pass  the  small  intestine  in  review  from  the  caecum 
upwards  and,  if  nothing  be  found  in  them,  to  inspect  the  large  bowel.  This 
is  done  to  ascertain  whether  there  be  any  rent  in  the  peritoneal  coat  or  even  a 
puncture  which  is  temporarily  plugged  by  prolapse  of  the  mucous  membrane. 
When  the  rent  is  at  all  extensive,  intestinal  contents,  either  alone  or  mixed 
with  blood,  will  almost  certainly  appear  immediately  on  opening  the  abdomen 
or,  if  not  then,  on  lifting  up  the  omentum  and  pressing  back  the  intestinal 
coils. 

NON-PENETRATING  WOUNDS.  — It  is  important,  even  in  rents  of 
the  serous  or  muscular  coats  alone,  to  approximate  the  edges,  because  bacteria 
may  pass  through  the  wound  and  lead  to  peritoneal  infection  ; adhesion 
to  other  coils  may  also  occur  and  give  rise  to  trouble  subsequently. 

When  the  mucous  membrane  is  not  perforated  it  suffices  to  approximate 
the  edges  of  the  rent  in  the  serous  coat  by  a fine,  continuous  catgut  suture 
introduced  on  Lembert’s  plan  (see  p.  213),  so  as  to  tuck  in  the  free  edge  of 
the  wound  and  to  give  a more  perfect  adhesion.  As  the  intestinal  cavity  is 
not  opened  a single  continuous  suture  will  suffice. 

When  there  is  either  a tiny  puncture  into  the  lumen  of  the  bowel  or  when, 
as  sometimes  happens,  there  is  a perforation  at  the  end  of  a longish  split  of 
the  serous  and  muscular  coats,  the  mucous  membrane  must  be  tucked  in  and 
a double  row  of  Lembert’s  stitches  applied.  It  is  not  necessary  to  suture  first 
the  mucous  and  then  the  sero-muscular  coats,  unless  there  be  a widely  gaping 
wound ; a double  row  of  Lembert’s  stitches  will  suffice.  There  is  practically 
no  soiling  of  the  peritoneal  cavity  in  these  cases  so  that  nothing  is  required 
beyond  gently  mopping  the  bowel  at  the  point  of  injury  after  the  stitches  are 
put  in. 

PENETRATING  WOUNDS.  — Much  more  serious  are  the  cases 
accompanied  by  fecal  extravasation  and  in  them  practically  the  only  thing 
that  gives  the  patient  a chance  is  thorough  cleansing  of  the  abdominal  cavity 
followed  by  permanent  closure  of  the  wound  in  the  intestine. 

(a)  In  the  small  intestine. — The  remarks  made  regarding  injuries  of 
the  stomach  (see  p.  209)  will  apply  to  injuries  of  the  first  part  of  the  duo- 
denum, so  that  we  need  not  deal  with  them  here.  In  some  cases  the  injury 
to  the  small  intestine  is  at  once  evident  on  opening  the  abdomen  and  it  is 
clear  also  that  the  fecal  extravasation  is  limited  to  the  peritoneum  in  its 
immediate  neighbourhood. 

Cleansing'  the  peritoneum. — When  the  injured  loop  is  found  it  is 
compressed  by  an  assistant,  pulled  out  of  the  peritoneal  cavity  and  packed 
off  with  hot  abdominal  cloths  (see  p.  177)  until  the  abdomen  is  cleansed, 
when  the  bowel  injury  is  repaired.  These  are  the  simpler  cases  and  in 
them  careful  mopping  up  of  the  extravasated  intestinal  contents  and  thorough 
irrigation  of  the  vicinity  with  hot  normal  saline  solution  (see  p.  177)  will 
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suffice  to  cleanse  the  abdomen ; if  there  be  any  doubt  as  to  infection  of 
the  peritoneal  cavity  elsewhere,  a long  glass  irrigating  tube  may  be  thrust  into 
the  abdomen  in  various  directions  so  as  to  flush  away  any  material  that  may 
be  lodged  there,  but  this  should  not  be  done  until  the  area  in  the  immediate 
neighbourhood  of  the  perforation  has  been  most  carefully  cleansed.  The 
injury  to  the  bowel  is  then  permanently  closed  in  the  manner  described 
on  p.  305. 

The  most  serious  cases  however  are  those  in  which  the  extravasation  has 
extensively  soiled  the  peritoneal  cavity  and  in  which  the  injured  coil  of 
intestine  does  not  show  at  once  but  lies  deep  down  or  has  moved  away  from 
its  original  position,  necessitating  a search  among  the  coils  for  the  seat  of  the 
injury.  Even  graver  still  are  the  cases  of  commencing  peritonitis,  because 
the  distended  intestines  are  not  easily  handled,  the  manipulation  increases  the 
shock  and  the  infection  has  got  a firmer  hold. 

Evisceratmi. — In  these  graver  cases  with  extensive  fecal  extravasation  and 
where  the  affected  coil  is  not  immediately  evident,  there  is  a choice  between 
two  methods  of  procedure  : either  to  gradually  separate  the  coils  until  the 
injury  is  found  and  then  to  wash  out  the  fecal  matter  by  introducing  irrigat- 
ing tubes  into  various  parts  of  the  abdomen,  or  to  extend  the  incision  in  the 
abdominal  wall  boldly  upwards  and  at  once  to  eviscerate  the  patient.  It  is 
quite  clear  that  the  latter  method  is  the  only  one  that  offers  the  patient  a 
suitable  chance  in  these  grave  cases.  Manipulation  of  the  intestine,  especially 
when  it  is  inflamed,  simply  means  increasing  the  shock,  prolonging  the 
operation  indefinitely,  imperfectly  cleansing  the  abdominal  cavity  and  in- 
creasing the  extravasation  from  the  seat  of  injury  during  the  manipulations. 
The  fact  that  there  have  been  a few  recoveries  under  these  circumstances 
does  not  invalidate  this  statement.  In  the  evisceration  method  all  the 
intestines  are  at  once  turned  out  of  the  abdominal  cavity  and  any  further 
fecal  extravasation  must  take  place  outside  it,  while  the  injured  coil  is 
immediately  exposed  to  view  and  much  time  is  saved.  Large,  hot  abdominal 
cloths  must  be  at  hand  for  the  reception  of  the  intestines  and  these  should 
only  be  very  lightly  wrung  out  of  salt  solution  as,  if  they  be  at  all  dry,  they 
tend  to  stick  to  the  coils.  The  intestines  can  be  turned  out  in  a moment  if 
the  incision  be  sufficiently  large  and  the  edges  held  well  aside.  They  should 
be  rapidly  douched  with  hot  normal  saline  solution  (105°  F.)  so  as  to  wash 
away  any  fecal  material  on  the  surface,  and  are  then  enclosed  in  the 
abdominal  cloths. 

Before  proceeding  further  with  the  treatment  of  the  intestine,  the  surgeon 
turns  his  attention  to  ridding  the  peritoneal  cavity  of  the  extravasation,  and 
this  can  be  done  very  rapidly  directly  the  coils  of  intestine  are  outside  the 
abdomen.  A strong  stream  of  hot,  normal  saline  solution  is  directed  into 
the  peritoneal  cavity,  the  edges  of  the  incision  in  the  abdominal  wall  being 
held  apart  so  as  to  allow  the  fluid  to  escape  freely ; the  whole  abdomen  is 
filled  up  and  the  solution  is  allowed  to  overflow  freely,  using  many  pints  in 
the  process.  When  the  extravasated  material  has  apparently  been  thoroughly 
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removed,  it  is  well  to  mop  up  the  fluid  and  so  to  remove  any  particles  still 
swimming  in  it ; for  this  purpose  it  is  best  to  employ  pads  of  sterilised  wool, 
which  should  not  be  used  a second  time.  Special  attention  should  be  paid 
to  Douglas’s  pouch  and  the  lumbar  regions. 

The  peritoneal  cavity  is  finally  filled  up  again  with  the  hot  saline  solution, 
a cloth  is  thrown  over  the  abdominal  incision  and  the  eviscerated  coils  are 
examined.  During  the  examination  it  is  well  to  keep  a stream  of  hot  saline 
solution  flowing  over  the  intestines  so  as  to  wash  away  any  fecal  material ; to 
avoid  the  risk  of  this  passing  into  the  abdomen  the  patient  should  be  turned 
slightly  upon  the  left  side.  Commencing  at  the  lower  end  of  the  ileum,  the 
intestinal  coils  are  rapidly  and  methodically  passed  under  review  and  irrigated, 
and  the  uninjured  bowel  is  slipped  back  coil  by  coil  into  the  abdomen  until 
the  damaged  portion  is  found.  This  is  at  once  wrapped  up  carefully  in  a 
separate  abdominal  cloth  of  suitable  size  and  given  to  the  assistant,  who 
grasps  the  whole  of  the  damaged  coil  in  his  hand  so  as  to  prevent  further 
extravasation,  and  holds  it  well  out  of  the  way.  The  mesentery  and  the 
intestinal  coils  in  its  immediate  neighbourhood  are  next  thoroughly  irrigated 
and  the  rest  of  the  intestinal  loops  are  rapidly  passed  under  review,  irrigated 
and  returned  into  the  abdomen  if  uninjured.  Should  a second  injury  be 
found  the  affected  coil  is  similarly  isolated.  In  this  way  the  intestines  can 
be  thoroughly  cleansed  and  the  sound  coils  replaced  in  the  abdomen  whilst 
the  damaged  bowel  is  shut  off  and  further  extravasation  prevented. 

As  soon  as  all  the  sound  coils  have  been  returned  into  the  abdomen,  fresh 
hot  abdominal  cloths  are  packed  over  them  so  as  to  still  further  shut  off  the 
damaged  portion.  The  above  procedure  takes  some  time  to  describe  and 
sounds  rather  formidable,  but  it  can  be  done  with  the  greatest  rapidity,  and  a 
moment’s  reflection  will  show  that  it  is  by  far  the  most  satisfactory  way  of 
dealing  with  those  extremely  grave  injuries. 

A clamp,  such  as  Lane’s  (see  Fig.  60),  is  then  applied  to  the  bowel  on 
each  side  of  the  injury  and  the  portion  between  is  thoroughly  emptied  by 
squeezing  and  irrigation.  The  whole  loop  is  cleansed  thoroughly  while  the 
surgeon  decides  how  to  treat  it. 

Treatment  of  the  injured  bowel. — This  will  vary  with  the  seat  and 
extent  of  the  lesion.  In  the  cases  of  which  we  are  speaking,  the  edges  of  the 
rent  are  almost  always  irregular  or  contused  and  are  very  likely  to  slough,  or 
at  any  rate  to  become  the  seat  of  development  of  bacteria  such  as  the  colon 
bacillus,  so  that  the  stitches  fail  to  hold  and  septic  peritonitis  with  possibly 
perforation  may  follow.  It  will  be  necessary  therefore  in  all  these  cases  to 
remove  the  contused  edges  so  as  to  give  a clean-cut  surface  for  union ; 
should  the  rent  be  very  extensive,  this  may  entail  so  much  narrowing  of  the 
lumen  of  the  bowel  when  the  incision  is  sutured  that  it  may  be  preferable  to 
excise  the  damaged  portion  and  to  make  an  end-to-end  anastomosis.  This  is 
particularly  the  case  when  the  rent  extends  through  the  mesenteric  border  of 
the  intestine,  the  suture  of  which  is  Ijy  no  means  an  easy  matter.  Hence,  we 
recommend  that  the  rent  in  the  intestine  should  only  be  sutured  when  it  is 
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comparatively  small,  and  is  so  situated  that,  after  paring  its  edges,  there  will 
be  no  constriction  of  the  bowel  on  suturing.  It  must  always  be  remembered 
that  the  lumen  of  the  bowel  may  be  actually  increased  by  converting  a com- 
paratively short  longitudinal  rent  into  a transverse  one  by  bringing  the 
extremities  of  the  wound  together  as  is  done  in  pyloroplasty  or  gastroplasty 
(see  p.  238).  This  however  will  not  be  feasible  if  the  rent  be  a long  one. 
When  the  intestine  is  actually  torn  across  from  one  border  to  the  other,  an 
end-to-end  anastomosis  must  of  course  be  established  and  before  doing  this 
it  is  well  that  the  torn  edges  should  be  freely  cut  away  so  as  to  insure  the 
approximation  of  healthy  surfaces.  AVe  shall  now  describe  the  methods 
by  which  the  intestine  may  best  be  united. 

Methods  of  uniting  divided  intestine. — These  fall  into  two  large  classes  : 
I.  End-to-end  suture  of  the  divided  portions  without  the  employment  of  any 
mechanical  apparatus ; and  2.  Anastomosis  effected  with  various  mechanical 
aids.  The  latter  class  may  again  be  subdivided  into  those  methods  in  which 
the  artificial  aids  are  employed  more  with  the  view  of  insuring  accuracy 
of  coaptation  than  of  shortening  the  length  of  the  operation,  whilst  in  the 
other  the  chief  aim  is  to  diminish  the  time  employed  in  the  operation.  AVe 
have  thus  three  main  groups  to  consider : — (a)  Simple  suture ; {l>)  Union 
aided  by  apparatus  which  renders  the  suturing  more  accurate  and  perhaps 
more  rapid ; and  (c)  Union  by  means  of  apparatus  designed  mainly  to  shorten 
the  operation. 

A great  number  of  ingenious  methods  have  been  introduced  for  accom- 
plishing these  various  ends,  which  it  would  only  confuse  the  reader  to 
describe  in  detail ; they  will  be  found  in  various  text-books,  and  we  would 
especially  refer  the  surgeon  to  Jacobson’s  Operations  of  Surgery  where 
a considerable  number  of  the  more  important  are  fully  described.  As  a 
matter  of  fact  a number  of  these  are  equally  good,  and  each  surgeon  will  soon 
come  to  adopt  at  the  most  two  or  three  to  which  he  becomes  most  accus- 
tomed, and  we  are  inclined  to  think  that  success  in  these  cases  depends  more 
upon  doing  well  the  operation  to  which  one  is  accustomed  than  upon  the 
actual  method  itself.  The  various  operations  can  be  very  readily  practised, 
seeing  that  portions  of  animals’  intestines  can  be  obtained  at  any  time  for 
their  experimental  trial.  AA^e  should  recommend  every  surgeon  who  is  at  all 
likely  to  be  called  to  cases  of  this  kind  to  repeatedly  try  the  various  plans  and 
ascertain  for  himself  which  he  is  most  likely  to  execute  rapidly  and  easily, 
and  then  to  practise  these  particular  forms  to  the  exclusion  of  others. 
Cases  requiring  intestinal  suture  do  not  occur  every  day,  and  it  is  impossible 
for  anyone  to  carry  in  his  head  all  the  different  modifications  that  have  been 
proposed. 

After  having  tried  all  the  principal  methods  we  have  practically  come 
to  rely  upon  three  of  them  as  suited  to  all  the  cases  likely  to  be  met  with 
in  practice.  These  are  simple  suture,  suture  with  the  aid  of  Mayo  Robson’s 
bobbins,  and  the  employment  of  Murphy’s  button. 

(a)  End-to-e?td  suture. — There  are  a number  of  methods  of  performing 
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end-to-end  suture  of  the  intestine,  some  of  which  only  differ  slightly  in  the 
manner  in  which  the  intestine  is  cut,  whilst  some,  such  as  Maunsell’s 
method,  differ  in  the  manner  in  which  the  suturing  is  done.  We  have 
repeatedly  tried  Maunsell’s  method,  which  will  be  found  described  in  various 
books,  but  we  find  that  we  can  perform  end-to-end  anastomosis  much  more 
conveniently  by  the  ordinary  plan. 

In  recent  wounds  of  the  intestine  the  procedure  is  as  follows : The 
injured  coil  to  be  excised  is  emptied  of  its  contents  and  shut  off  by  an 
intestine  clamp,  such  as  Lane’s  (see  Fig.  60)  arranged  on  each  side  at  a 
suitable  distance  from  the  proposed  point  of  section  ; in  order  to  get  sufficient 
room  to  work  in  properly  this  should  be  at  least  3 inches.  The  bowel  is 
then  cut  across  with  a large  pair  of  scissors  and  the  damaged  portion  is 
removed  by  cutting  along  its  mesenteric  attachment.  The  line  of  section 


Fig.  92. — Treatment  of  the  Mesentery  in  Enterectomy.  The  diagram  shows 
how  the  bowel  is  separated  from  the  mesentery  in  cases  of  injury.  The  dotted  lines 
indicate  the  V-shaped  portion  that  must  be  removed  in  enterectomy  done  for  strangula- 
tion. The  smaller  sketch  shows  how  the  mesentei'y  is  sutured  after  end-to-end  anasto- 
mosis in  traumatic  cases. 


of  the  intestine  will  generally  be  transverse;  there  does  not  appear  to  us 
to  be  any  advantage  in  making  an  oblique  section  in  these  cases.  It  is 
not  necessary  to  remove  a V-shaped  portion  of  the  mesentery,  as  there  is 
no  thrombosis  of  its  vessels,  and  this  has  the  advantage  that  there  is  no 
risk  whatever  of  injuring  the  blood-supply  of  the  remaining  intestine;  Fig.  92 
shows  how  the  redundant  mesentery  should  be  treated.  In  these  cases  a 
large  loop  of  intestine  never  requires  removal,  and  therefore  there  is  no 
thick  bunch  of  mesentery  which  it  is  ndt  easy  to  stitch  together  afterwards ; 
this  plan  is  also  rather  speedier  than  that  of  removing  a wedge.  The  latter 
plan  will  be  dealt  with  in  connection  with  gangrene  of  the  bowel  (see 
p.  326).  It  is  quite  easy  to  pick  up  and  tie  the  individual  vessels,  as  the 
bowel  is  detached  from  the  mesentery.  The  divided  ends  of  the  gut  are 
well  washed  out  and  a narrow  strip  of  the  mucous  membrane,  which  pro- 
lapses somewhat  whilst  the  muscular  coat  retracts,  may  be  clipped  away 
from  each  of  the  divided  ends  to  save  trouble  in  suturing. 

The  next  step  is  to  unite  the  divided  ends,  for  choice  by  simple  suture, 
and  this  is  done  by  a continuous  stitch  of  stout  catgut  taking  up  all  the 
coats  of  the  intestine.  It  begins  near  the  mesenteric  border  and  before 
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it  is  inserted  the  greatest  care  must  be  taken  to  see  that  the  two  seg- 
ments of  the  intestine  are  in  proper  relative  position ; in  order  to  make 
sure  of  this  it  is  well  to  insert  a temporary  loop  of  silk  through  all  the 
coats  of  the  intestine,  one  at  the  convex  border  of  the  bowel  and  a second 
at  the  mesenteric  attachment.  These  are  given  to  an  assistant  to  hold  and 
they  insure  accurate  coaptation  of  the  two  portions  of  the  intestine  and  can 
be  removed  when  the  suturing  is  complete  (see  Fig.  93).  The  suture  should 
be  carried  right  round  the  gut,  but  should  be  interrupted  in  two  or  three 
places  in  order  to  avoid  the  risk  of  puckering  up  the  stitch  and  so  unduly 


Fig.  93. — Method  of  e.vsuring  I'Roi'ek  afpo.sition  of  the  cut  ends  of  the 
BOWEL  IN  Enterectomy.  A guiding  stitch  is  passed,  one  through  the  mesenteric  and 
one  through  the  conve.\  border  of  the  bowel,  as  shown  in  the  figure,  and  these  are  given 
to  an  assistant  to  hold  while  the  suture  of  the  ends  is  effected,  after  which  they  are 
removed. 


•diminishing  the  calibre  of  the  bowel.  We  are  accustomed  to  divide  a suture 
of  this  kind  into  three  sections  in  its  passage  around  the  intestine  instead  of 
having  it  in  one  long  continuous  stitch.  Especial  care  must  be  taken  opposite 
the  mesenteric  attachment  to  see  that  the  suture  takes  in  the  muscular  coat, 
which  is  apt  to  retract  freely  in  this  situation.  The  suture  may  be  inserted 
either  with  a curved  or  a straight  needle  as  the  operation  will  be  outside 
the  abdomen. 

When  this  suture  has  been  inserted,  accurate  coaptation  of  the  cut 
surfaces  should  be  assured  and  the  intestinal  canal  shut  off.  A continuous 
Lembert  suture  of  fine  silk  is  now  applied  outside  the  first  and  it  is  well  to 
interrupt  this  in  two  or  three  places  as  in  the  case  of  the  deeper  one;  it  is 
also  very  essential  to  see  that,  while  the  stitch  is  not  puckered,  it  is  not 
unduly  lax.  Special  attention  must  also  be  paid  to  the  proper  coaptation  at 
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the  mesenteric  border,  and,  when  this  has  been  done,  the  aperture  in  the 
mesentery  should  be  closed.  This  may  be  done  in  any  manner  that  is  found 
most  suitable.  ^Vhen  the  mesenteric  border  has  been  merely  detached  from 
the  intestine,  the  projecting  mass  of  mesentery  which  forms  when  the  ends 
are  brought  together  must  be  bent  over  and  sewn  together  by  one  or  two 
stitches  so  as  to  make  the  result  as  sightly  as  possible  (see  Fig.  92).  This 
completes  the  anastomosis ; all  that  remains  to  be  done  is  to  remove  the 
clamps,  to  clean  up  the  area  of  the  operation  thoroughly  and  to  drop  back 
the  anastomosed  loop  into  the  abdominal  cavity,  which  is  closed  in  the  usual 
manner. 

Some  surgeons  have  strongly  advocated  the  use  of  omental  grafts^  which 
may  be  made  in  two  ways ; in  one  method  a narrow  strip  of  the  omentum  is 
detached  between  two  vertical  incisions  but  left  attached  at  its  base,  and  this 
is  wrapped  around  the  line  of  union  and  sutured  to  the  mesentery  in  front 
and  behind  so  as  to  prevent  leakage.  This  plan  however  is  very  likely  both 
to  interfere  with  the  free  movement  of  the  intestine  and  to  form  a band 
beneath  which  intestinal  obstruction  may  occur.  If  omental  grafts  are  to  be 
employed  at  all  it  is  best  to  use  the  second  method,  in  which  a strip  of  the 
omentum  is  cut  completely  away,  wrapped  around  the  anastomosis  and 
fastened  m place  by  a few  fine  stitches.  The  grafts  adhere  firmly  in  their 
new  position.  In  the  majority  of  cases  there  seems  to  be  no  obvious  reason 
for  employing  these  grafts  whilst  their  use  certainly  increases  the  length  of 
the  operation  and  may  possibly  cause  subsequent  trouble  from  adhesions. 
There  are  some  cases  however  in  which  a surgeon  may  feel  more  confidence 
when  he  employs  them ; for  instance  when  a large  portion  of  bowel  has  been 
removed  and  there  is  a certain  amount  of  tension  on  the  stitches,  or  when  it 
is  impossible  to  be  sure  that  the  bowel  wall  at  the  seat  of  union  is  absolutely 
healthy,  the  omental  graft  undoubtedly  gives  an  extra  protection. 

Mayo  Robso?t’s  bobbm  may  be  taken  as  the  type  of  the  methods  which 
aim  at  making  the  anastomosis  more  rapid  and  more  exact.  There  are 
several  other  methods  upon  similar  lines,  such  as  Halsted’s  india-rubber 
bag,  Laplace’s  forceps,  etc.,  but  in  our  own  practice  we  limit  ourselves  to  the 
employment  of  the  bobbin,  which  has  the  great  advantage  that  it  is  possible 
by  it  to  insure  the  suture  being  drawn  tight  enough  to  make  an  absolutely 
water-tight  anastomosis,  while  at  the  same  time  it  is  impossible  to  cause 
puckering  of  the  lumen  of  the  bowel,  and  in  this  way  the  operation  is 
undoubtedly  shortened.  The  method  of  using  the  bobbin  has  already  been 
referred  to  in  connection  with  gastro-enterostomy  (see  p.  259).  In  employing 
it  for  end-to  end  anastomosis  in  the  small  intestine  the  operation  is  still  further 
expedited,  because  it  is  not  necessary  to  begin  in  the  first  instance  by  intro- 
ducing the  outer  sero-muscular  Lembert  suture  before  bringing  together  the 
cut  edges  on  the  two  sides  because  here  it  is  easy  to  get  free  access  to  the 
entire  circumference  of  the  intestine.  The  deeper  suture  of  stout  catgut 
is  first  introduced  through  all  the  coats  of  the  bowel  and  should  be  made 
to  traverse  about  the  posterior  half  of  the  circumference  of  the  gut  before 
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the  bobbin  is  introduced.  The  latter  is  now  placed  in  position,  the 
intestine  drawn  well  in  position  over  it  and  held  there  by  the  finger  and 
thumb  of  the  assistant  placed  over  the  open  ends  of  the  bobbin  (see  Fig.  76) 
and  the  continuous  suture  carried  around  the  remainder  of  the  circumference. 
The  two  ends  of  this  suture  are  then  drawn  tight  and  tied.  By  pushirfg  the 
two  ends  of  the  intestine  together  over  the  bobbin  it  is  quite  easy  to  insert  a 
second  continuous  Lembert  suture  of  fine  silk  outside  the  first  so  as  to  com- 
pletely bury  it.  Particular  care  must  also  be  taken  here  to  see  that  the  mus- 
cular coat  is  properly  sutured  at  the  mesenteric  border.  The  circulation  of 
intestinal  contents  through  the  bobbin  is  unhindered  owing  to  the  large  size 
of  its  lumen ; the  bobbin  itself  very  soon  softens  and  in  the  course  of  a few 
hours  becomes  partially  digested  and  passes  onwards. 

Halsted’s  method  is  to  introduce  an  elongated  india-rubber  bag  and  to 
inflate  this  so  as  to  form  a support  whilst  the  stitches  are  inserted;  when 
the  suture  is  almost  complete  the  bag  is  deflated  and  pulled  out  through  the 
line  of  incision  and  the  union  then  completed.  The  bag  is  not  nearly  so 
rigid  as  the  bone  bobbin  and  is  apt  to  be  punctured  during  suture ; there  is 
the  additional  disadvantage  of  having  to  pull  it  out  before  the  union  is  com- 
pleted. Laplace’s  intestinal  forceps  are  open  to  the  latter  objection  and  we 
must  confess  that  we  do  not  think  they  bear  comparison  with  the  bobbin. 

Murphy  s button  may  be  taken  as  the  type  of  the  third  group  of  methods 
in  which  rapidity  of  operation  is  the  main  point.  There  is  no  question  but 
that  end-to-end  anastomosis  can  be  done  much  more  rapidly  by  its  means 
than  by  any  other,  and  therefore  we  still  employ  it  in  cases  in  which  the 
patient  is  practically  in  extremis.  Its  great  disadvantage  is  that  the  lumen  of 
the  vessel  is  distinctly  narrowed  at  the  point  of  union,  whilst  the  button  itself 
sometimes  gives  rise  to  trouble,  as  it  may  cause  ulceration  in  its  passage 
through  the  intestine ; the  line  of  union  has  also  been  known  to  give  way 
after  the  button  has  become  loose.  Nevertheless  the  advantages  of  the 
button  in  desperate  cases  are  very  great  and  it  is  always  possible  to  perform 
a second  operation  at  a later  date  and  under  more  favourable  circumstances 
should  symptoms  arise  indicating  considerable  narrowing  of  the  lumen  of  the 
bowel.  A point  of  great  practical  importance  in  using  these  buttons  is  to  see 
that  the  two  segments  of  the  bowel  are  not  rotated  upon  their  long  axes  with 
regard  to  each  other,  that  is  to  say,  that  the  mesenteric  attachment  on  the 
one  side  corresponds  to  that  on  the  other.  This  accident  has  happened  more 
than  once  in  the  hurry  of  bringing  the  two  halves  of  the  button  together,  and 
it  must  be  remembered  that  when  once  the  two  halves  have  been  interlocked 
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they  cannot  be  removed  without  excising  the  portion  of  intestine  in  which 
they  lie.  Fig.  94  shows  how  the  button  is  fastened  into  the  open  end  of 
the  bowel. 

Lateral  anastomosis. — The  method  of  end-to-end  anastomosis  is  prac- 
tically the  only  one  which  is  ever  called  for  except  when  the  damaged 
portion  of  the  bowel  is  about  the  ileo-c£ecal  valve  and  when  therefore  the 
calibre  of  the  two  portions  that  are  to  be  anastomosed  differs  considerably. 


TRAUMATIC  AFFECTIONS. 


311 

Under  these  circumstances  it  may  be  advisable  to  invaginate  and  close  the 
divided  ends  of  the  two  portions  and  then  to  perform  a lateral  anastomosis 
in  the  manner  already  described  for  gastro-enterostomy  (see  p.  249).  Ihis 
method,  which  is  very  valuable  for  the  union  of  two  portions  of  bowel  of 
unequal  calibre,  will  be  referred  to  again  in  connection  with  intestinal 
obstruction  (see  Chap.  XVII).  In  wounds  of  the  intestine  however,  where 
the  two  ends  are  of  the  same  calibre,  lateral  anastomosis  of  this  kind  would 
be  mere  waste  of  time  and  would  not  give  a superior  result. 


Fig.  94. — Murphy’s  Button  in  Enterecto.mv.  The  sketch  shows  how  the  running 
suture  is  in.serted  in  the  open  end  of  the  bowel,  which  is  puckered  up  around  the  stem  of 
the  button  when  tied. 


The  question  of  the  formation  of  an  artificial  anus  or  a fecal  fistula,  which 
often  arises  in  cases  of  intestinal  obstruction  will  hardly  ever  arise  in  cases  of 
wounded  intestine.  In  them  the  bowel  is  perfectly  healthy  on  both  sides 
of  the  injury  and  an  end-to-end  anastomosis  by  one  of  the  methods  we  have 
already  described  is  as  rapidly  made  as  is  an  artificial  anus. 

(b)  In  the  large  intestine. — The  above  remarks  concerning  wounds  of 
the  small  intestine  apply  also  to  those  of  the  large.  In  the  latter  however 
the  treatment  is  in  some  respects  simpler,  whilst  in  others  it  is  more  difficult. 
On  the  one  hand,  the  damage  to  the  bowel  rarely  extends  to  complete  division, 
and,  moreover,  the  size  of  the  colon  enables  even  large  wounds  to  be  sewn  up 
without  material  interference  with  its  lumen.  On  the  other  hand,  the  anatc- 
mical  arrangement  of  the  peritoneum  in  connection  with  the  colon  makes  it 
hard  to  get  proper  access  to  the  bowel  and  renders  the  manipulations  neces- 
sary for  the  suture  of  large  rents  or  complete  divisions  of  the  gut  a matter  of 
the  greatest  difficulty.  This  applies  with  special  force  to  the  ascending  and 
descending  colon,  where  all  the  procedures  have  to  be  carried  out  deep  down 
in  the  abdominal  cavity  and  the  intestine  cannot  be  drawn  up  from  the  flanks 
so  as  to  enable  its  posterior  aspect  to  be  got  at  satisfactorily.  It  will  probably 
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be  necessary,  at  any  rate  in  cases  where  the  rupture  of  the  colon  is  complete, 
to  make  the  incision  in  the  abdominal  wall  directly  over  the  bowel  in  order 
to  get  proper  access  to  it.  If  the  abdomen  has  been  opened  by  the  usual 
median  incision  in  order  to  discover  the  lesion,  this  will  necessitate  a 
second  opening. 

The  steps  for  the  union  of  the  divided  bowel  will  be  the  same  as  in  the 
case  of  the  small  intestine  except  that  in  performing  end-to-end  anastomosis 
the  external  or  sero-muscular  suture  must  be  inserted  along  the  posterior 
aspect  of  the  bowel  before  the  inner  continuous  suture  uniting  all  the  coats 
is  commenced  ; in  other  words,  the  method  of  suture  is  precisely  similar  to 
that  employed  for  gastro-enterostomy  (see  p.  249). 

After-treatment. — After  the  clamps  have  been  removed,  the  area  of 
operation  cleaned  up  and  the  united  loop  of  intestine  dropped  back  into 
the  abdomen,  the  latter  is  flushed  out  once  more  with  hot  saline  solution 
(a  quantity  of  which  is  left  behind  to  be  absorbed)  and  the  abdominal 
incision  is  sutured.  The  question  of  drainage  in  these  cases  is  precisely 
on  a par  with  that  in  rupture  of  the  stomach  (see  p.  215).  Should  there 
be  any  reason  to  doubt  the  vitality  of  the  line  of  union,  a small  gauze 
drain  may  be  introduced  down  to  the  portion  of  intestine  operated  upon, 
so  that,  should  the  anastomosis  give  way,  a faecal  flstula  will  result  instead 
of  extravasation  into  the  abdominal  cavity.  This  is  really  the  only  circum- 
stance under  which  drainage  should  be  employed,  as  any  attempt  to  drain 
the  whole  abdominal  cavity  when  the  irrigation  of  the  abdomen  has  not 
sufficed  is  futile.  If  drainage  be  employed,  and  it  should  be  dispensed 
with  wherever  possible,  the  peritoneum  should  be  sewn  up  closely  around 
the  drain,  as  otherwise  vomiting  after  the  operation  may  drive  a coil  of 
the  small  intestine  through  the  opening  into  the  layers  of  the  abdominal 
wall,  where  it  may  become  strangulated ; this  accident  has  happened  more 
than  once. 

The  treatment  immediately  after  the  operation  will  be  mainly  directed 
against  shock  and  will  be  similar  to  that  described  for  cases  of  perforating 
wounds  of  the  stomach  (see  p.  217).  The  after-treatment  will  also  be 
largely  on  the  same  lines,  the  principal  point  of  difference  being  the 
question  of  feeding,  '\^ffien  the  small  intestine  has  been  united  at  or  below 
its  middle,  there  is  no  reason  for  not  feeding  by  the  mouth,  provided  that 
the  food  be  fluid  and  easily  digestible.  The  main  point  is  to  avoid  undue 
movement  of  the  intestines  and  particularly  distension,  which  would  endanger 
union  by  causing  the  stitches  to  cut  through.  The  food  should  be  entirely 
liquid  and  should  consist  either  of  fluid  meat  preparations,  or  peptonised 
milk.  Should  there  be  any  tendency  to  flatulence,  rectal  feeding  (see 
p.  234)  should  be  combined  with  feeding  by  the  mouth. 

The  union  of  the  intestinal  wall  will  generally  be  complete  in  from  five 
days  to  a week ; should  perforation  occur,  it  usually  sets  in  about  the 
fourth  day  and  it  is  generally  quite  safe  to  attempt  to  obtain  an  action  of 
the  bowels  at  any  time  after  that  period.  The  patient  should  have  an 
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enema  daily  and,  if  anything  further  be  required,  some  saline  mineral 
water  may  be  administered ; no  violent  purgatives  should  be  allowed. 
Unless  there  be  much  pain  it  is  well  to  avoid  the  use  of  opium  after  the 
operation  as  it  is  advisable  not  to  paralyse  the  intestine.  Morphine  injec- 
tions are,  however,  frequently  called  for  in  the  early  stages  on  account  of 
pain,  but  they  should  not  be  persisted  with  after  they  can  be  dispensed 
with. 


TREATMENT  OF  INJURIES  TO  THE  INTESTINE  OF  LONG-STANDING. 

The  case5  we  have  spoken  of  above  are  those  seen  immediately  after 
or  within  a very  few  hours  of  the  accident.  It  not  infrequently  happens, 
especially  in  gunshot  wounds  in  the  field,  that  the  case  is  not  seen  until 
a long  time  has  elapsed,  and  then  the  nature  of  the  case  is  essentially 
different  and  it  becomes  practically  a septic  peritonitis  of  the  very  worst 
type.  When  once  general  peritonitis  has  become  established,  there  is 
no  object  whatever  in  operating  in  the  great  majority  of  cases,  as  there 
is  practically  no  hope  of  cleansing  the  abdominal  cavity  and  thus  arresting 
the  septic  peritonitis,  whilst  the  mere  operation,  involving  as  it  does  a great 
amount  of  shock  from  the  handling  of  inflamed  intestines,  will  probably 
prove  fatal.  As  a matter  of  fact  the  best  chance  for  the  patient  is  to 
place  him  at  absolute  rest  in  the  hope  that  the  peritonitis  may  be  more 
or  less  localised  and  that  an  abscess  or,  in  the  case  of  a perforating 
abdominal  wound,  a ftecal  fistula  may  form. 


CHAPTER  XVII. 


ACUTE  INTESTINAL  OBSTRUCTION. 

Intestinal  obstruction  is  a condition  characterised  by  interference  with 
the  passage  of  the  intestinal  contents ; it  varies  in  degree  from  a com- 
paratively slight  difficulty  to  a state  of  complete  occlusion  in  which  neither 
fluids  nor  gas  can  pass. 

CLASSIFICATION  . — The  symptoms  accompanying  the  condition 
vary  according  as  the  obstruction  is  incomplete  or  complete,  and  in  any 
case  of  simple  interference  with  the  passage  of  the  contents  they  are  more 
or  less  chronic  and  do  not  at  first  present  any  great  urgency.  But  in 
many  cases  a totally  different  set  of  phenomena  is  met  with,  and  the 
patient  passes  suddenly  into  a very  grave  condition.  These  are  the  cases 
included  under  the  term  Acute  Intestinal  Obstruction,  and  the  condition 
implies  not  merely  occlusion  of  the  lumen  of  the  bowel  but  also  serious 
injury  to  and  great  disorder  of  the  circulation  in  the  bowel  involved. 

Hence  intestinal  obstruction  may  be  divided  into  the  acute  and  chronic 
forms,  the  latter  being  subdivided  into  the  complete  and  the  incomplete 
varieties.  In  the  present  chapter  we  shall  deal  with  acute  obstruction  only 
and  shall  leave  the  chronic  form  for  separate  consideration  (see  Chap.  XIX.). 

SYMPTOMS  . — These  vary  somewhat  according  to  the  nature  of  the 
pathological  condition  present,  but  it  is  by  no  means  easy  to  diagnose 
the  cause  of  the  obstruction  from  the  symptoms,  with  the  exception  of 
intussusception  and  possibly  volvulus  of  the  sigmoid  flexure. 

The  history  usually  obtained  is  that  the  patient  at  the  onset  of  the 
obstruction  is  in  perfect  health,  and  that  with  or  without  assignable  cause, 
such  as  some  strain  or  violent  movement,  he  is  suddenly  seized  with  acute 
abdominal  pain,  usually  referred  to  the  umbilicus  or  the  epigastrium,  and 
soon  accompanied  with  exacerbations  of  a colicky  nature.  Accompanying 
this  there  is  marked  collapse  and  pallor  and  the  pulse  is  small  and  thready. 
Vomiting  of  the  stomach  contents  and  bile  soon  afterwards  sets  in ; this 
however  gives  no  relief,  but  is  very  distressing  to  the  patient  and  is 
accompanied  by  constant  nausea  and  eructations.  There  is  complete  consti- 
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pation ; neither  the  solid  nor  the  gaseous  contents  are  passed,  and  the 
peculiarity  of  the  constipation  is  that  it  is  at  once  evident  to  the  patient 
himself.  In  ordinary  cases  of  constipation  the  patient  only  gradually 
becomes  aware  of  the  fact  that  the  bowels  are  not  acting ; but  here  from 
a very  early  stage  he  feels  that  there  is  some  difficulty  in  the  onward 
passage  of  flatus  and  feces  and  that  if  only  they  could  pass  he  would 
be  relieved.  There  is  no  tenesmus  in  the  ordinary  sense  of  the  word. 
The  temperature  is  subnormal  and  usually  remains  so  throughout  the  case, 
although,  if  the  patient  live  long  enough  for  peritonitis  to  set  in,  it  may 
be  somewhat  elevated.  Thirst  is  very  marked. 

The  abdomen  in  the  first  instance  is  flaccid  and  there  is  usually  no 
tenderness  on  pressure  in  the  early  stages.  Later  on  distension  and 
meteorism  become  marked.  As  the  case  progresses,  the  vomiting 
continues  and  the  character  of  the  vomited  matters  changes,  becoming 
gradually  foul  and  fecal  in  odour.  The  material  vomited  is  the  decom- 
posing contents  of  the  intestine  which  have  a strongly  marked  fecal 
odour  and  this  condition  is  spoken  of  as  stercoraceous  vomiting.  Very 
distressing  hiccough  sets  in  and  the  abdomen  becomes  distended,  some- 
times so  greatly  as  to  interfere  with  the  respiration.  The  patient  may 
recover  somewhat  from  the  initial  collapse  but  gradually  passes  into  an 
e.Khausted  condition,  the  pain  continues  and  he  usually  dies  in  a period 
varying  according  to  the  cause  of  the  symptoms  from  a few  hours  to 
five  or  six  days. 

These  symptoms  indicate  an  obstruction  to  the  passage  of  the  contents 
of  the  intestine,  accompanied  by  injury  to  the  bowel  wall — the  conditions 
grouped  together  under  the  term  mtertial  stra?igulation.  They  may  be 
mistaken  for  other  conditions,  or,  more  probably,  other  conditions  may  be 
mistaken  for  them,  because  any  sudden  injury  to  the  peritoneum  may  give 
rise  to  very  similar  symptoms.  Perhaps  the  condition  most  commonly  mis- 
taken for  intestinal  obstruction  is  the  onset  of  acute  peritonitis,  such  as 
follows  perforation  of  the  appendix,  or  even  sudden  acute  appendicitis 
without  perforation,  but  the  symptoms  differ  widely  when  they  are  critically 
examined.  The  collapse  is  usually  not  so  severe,  although  after  a perforation 
of  the  appendix  or  of  the  stomach  it  is  very  marked.  The  abdomen  becomes 
swollen  much  sooner  than  in  cases  of  acute  intestinal  obstruction,  and  there 
is  great  tenderness.  The  temperature  also  rises  almost  from  the  first,  and 
the  vomiting  is  not  such  a distressing  feature  but  usually  passes  off  and 
does  not  return  again  for  some  time,  while  obstructive  symptoms  are  not 
prominent  at  first,  the  patient  being  often  able  to  pass  flatus.  Other  possible 
conditions  which  may  have  to  be  considered  on  first  seeing  a case  of  this 
kind  are  the  passage  of  a gall-stone  or  a renal  calculus.  Here  the  symptoms 
are  very  acute,  but  there  is  not  the  same  collapse,  whilst  the  character  of 
the  pain  is  different,  being  of  a distinctly  colicky  type  from  the  first,  and 
being  located  in  some  special  region,  and  not  referred  generally  to  the 
umbilicus.  '1  he  persistence  of  the  symptoms,  the  absence  of  pyrexia,  and 
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the  general  course  of  the  case  usually  however  make  the  diagnosis  quite 
clear. 

PATHOLOGY.  — In  a case  characterised  by  these  symptoms  various 
things  may  have  occurred,  but  it  is  usually  impossible  from  the  symptoms 
present  to  say  e.xactly  what  is  the  state  of  matters  inside  the  abdomen. 
The  most  likely  condition  is  stra?igulation  of  a portion  of  the  intestine 
ufider  a band  resulting  from  antecedent  peritonitis,  and  if  there  be  a 
history  pointing  to  a previous  peritonitis,  such  as  an  attack  of  appendicitis, 
the  chances  that  the  condition  is  due  to  strangulation  beneath  a band 
are  very  much  increased.  These  bands  may  consist  of  peritoneal  adhesions 
uniting  one  portion  of  the  intestine  to  another,  or  to  the  abdominal  wall 
or  to  the  omentum ; as  the  result  of  the  long-continued  movements  of  the 
bowels  these  bands  become  stretched  and  form  loops  beneath  which  the 
intestine  may  be  strangulated.  In  other  cases  the  band  may  be  due  to  the 
attachment  of  such  organs  as  the  appendix,  Meckel’s  diverticulum  or  the 
end  of  the  Fallopian  tube  to  the  intestine  or  the  abdominal  wall ; or  again, 
without  any  previous  peritonitis,  a long  Meckel’s  diverticulum  may  coil  itself 
around  a portion  of  the  intestine  and  so  produce  strangulation ; or  again, 
following  possibly  some  previous  injury  to  the  abdomen,  an  aperture  may 
be  formed  in  the  omentum  or  even  in  the  mesentery,  and  intestine  may 
become  strangulated  through  the  hole. 

The  portion  of  bowel  strangulated  beneath  a band  is  practically  always 
in  the  small  intestine,  usually  the  lower  end  of  the  ileum,  and  this  is 
very  important  to  remember  in  connection  with  the  search  for  the  ob- 
struction. The  most  distended  coils  generally  accumulate  in  the  middle 
line  at  or  below  the  umbilicus,  and  the  seat  of  strangulation  is  very 
commonly  to  the  right  of  this  somewhere  in  the  neighbourhood  of  the 
aecum. 

Similar  symptoms  may  be  caused  by  hertiice^  and  this  point  must  always 
be  investigated.  For  example  the  bowel  may  have  passed  into  one  of 
the  natural  seats  of  external  her7iia  without  having  gone  sufficiently  far  to 
give  rise  to  a swelling  recognisable  from  the  outside.  The  aperture  usually 
involved  in  such  cases  is  the  obturator  foramen,  and  this  should  always  be 
examined.  Much  more  rarely  there  may  be  an  mternal  hernia.  As  the 
result  of  contusions  the  diaphragm  may  be  ruptured,  and  through  the  seat  of 
rupture  the  so-called  diaphragmatic  hernia  may  occur — which  is  however  not 
a hernia  in  the  strict  sense  of  the  word.  Among  the  true  internal  hernite 
are  hernia  through  the  foramen  of  ^Vinslow  into  the  lesser  peritoneal 
cavity,  which  is  extremely  rare.  Another  form  is  that  known  as  Treitz’s 
hernia  or  hernia  into  the  fossa  duodeno-jejunalis,  which  is  formed  by  a 
fold  of  peritoneum  behind  the  junction  of  the  duodenum  with  the  jejunum 
and  which,  although  in  the  normal  state  it  is  a depression  only  admitting 
the  thumb,  may  become  gradually  dilated  until  a large  loop  of  the  intestine 
passes  into  it.  The  sac  has  a narrow  orifice  and  lies  behind  the  perito- 
neum. As  the  hernia  enlarges,  the  orifice  of  the  sac  travels  downwards  to 
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the  right  so  that  finally  it  may  even  be  in  the  neighbourhood  of  the 
ccecum.  The  hernia  becomes  strangulated  just  like  an  external  hernia, 
'rhe  neck  of  this  hernia  usually  has  large  vessels,  particularly  the  inferior 
mesenteric  vein  and  a branch  of  the  left  colic  artery  above  and  in  front 
of  it,  and,  should  it  be  necessary  to  operate  on  a case  of  this  kind,  the 
division  of  the  neck  of  the  sac  is  most  safely  made  in  the  downward 
direction.  Another  form  of  internal  hernia  is  known  as  the  inter-sigmoid 
variety  and  occurs  in  the  fossa  formed  by  the  layers  of  the  sigmoid 
meso-colon  and  is  situated  about  the  bifurcation  of  the  iliac  vessels  and  to 
the  left  side  of  the  sigmoid  meso-colon  ; it  is  an  excessively  rare  form. 
A fourth  form  is  peri-crecal  hernia,  which  may  be  of  three  varieties ; namely, 
the  ileo-colic  form  which  occurs  in  the  fossa  situated  in  the  angle  between 
the  ileum  and  the  commencement  of  the  ascending  colon,  the  ileo-caecal 
situated  further  back,  and  the  sub-caecal  behind  the  caecum.  All  these 
forms  of  internal  hernia  are  excessively  rare  and  are  about  the  last  things 
to  be  looked  for  when  opening  the  abdomen  on  account  of  symptoms 
of  internal  strangulation.  In  our  own  experience  we  have  only  met  with 
two  cases  of  internal  hernia,  one  of  which  was  into  the  fossa  duodeno- 
jejunalis ; the  other  was  of  the  peri-caecal  form ; we  need  not  therefore 
further  discuss  these  exceptional  cases. 

Other  conditions  which  may  give  rise  to  somewhat  similar  symptoms  are 
Mi/fe  kmking  of  the  bowel  from  the  contraction  of  a band  or  from  adhesions 
or  compression  of  the  gut  by  inflammatory  matting  together  of  the  intes- 
tines. But  these  conditions  are  usually  more  chronic  in  their  onset  and 
do  not  begin  with  the  collapse  and  other  acute  symptoms  characteristic 
of  internal  strangulation.  They  will  therefore  be  referred  to  again  in 
connection  with  chronic  intestinal  obstruction,  although  they  are  really 
intermediate  between  the  chronic  and  the  acute  forms. 

Another  condition  which  may  give  rise  to  similar  symptoms  is  a volvulus 
of  the  small  intestine  or  of  the  cceaim.  Both  these  conditions  are  however 
extremely  rare  as  compared  with  the  ordinary  volvulus  of  the  sigmoid 
dexure. 

Acute  intussusception  is  another  cause  of  these  symptoms,  but  it  differs 
very  considerably  in  some  respects  from  the  foregoing  forms  of  acute  in- 
testinal obstruction,  and  the  majority  of  cases  can  be  diagnosed  before 
operation.  It  seems  therefore  more  convenient  to  consider  it  separately 
(see  Chap.  XVIII. ). 

There  is  still  another  group  of  causes  of  acute  intestinal  obstruction 
that  requires  mention,  namely,  blockage  of  the  canal  by  foreign  bodies,  of 
which  the  most  common  is  a gall-stone.  Here  the  symptoms  are  usually 
those  of  chronic  rather  than  of  acute  obstruction,  but  sometimes  they 
may  arise  quite  acutely.  Even  here,  however,  the  pain  is  not  so  great,  and 
the  other  symptoms,  especially  the  collapse  in  the  early  stages,  are  not  quite 
so  severe  as  in  strangulation.  This  affection  will  be  again  considered  in 
connection  with  chronic  intestinal  obstruction. 
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Changes  produced  by  the  obstruction. — As  a result  of  the  constriction 
of  the  bowel,  changes  take  place  both  at  the  seat  of  strangulation 
and  in  the  intestine  above  which  require  mention  as  they  are  important 
in  regard  to  treatment.  The  changes  at  tJie  seat  of  constriction  essentially 
concern  the  circulation  in  the  affected  loop  of  intestine.  The  first  effect 
of  the  constriction  of  the  blood-vessels  is  engorgement  of  the  veins,  followed 
by  oedematous  infiltration  of  the  loop,  with  the  passage  of  fluid  into  the 
peritoneal  cavity  or  the  sac  of  the  hernia,  or  even  haemorrhage  into  the 
intestinal  wall.  The  constricted  loop  is  at  first  swollen,  glistening  and 
purplish.  When  the  constriction  is  relieved  this  gradually  passes  off,  and 
the  intestine  gradually  becomes  redder  and  more  healthy  in  colour.  As  the 
constriction  becomes  tighter  the  involved  portion  of  the  intestine  continues 
to  swell,  and  finally  the  circulation  may  be  entirely  cut  off.  The  result  is" 
that  the  constricted  intestine  soon  dies  unless  relieved ; the  loop  loses  its 
glistening  appearance,  becomes  flaccid  and  soft,  swells  up  and  has  a foul 
odour.  The  gangrene  first  occurs  at  the  actual  seat  of  constriction  and,  at 
any  rate  for  a few  hours  after  this,  the  rest  of  the  loop  may  not  be  damaged 
beyond  recovery.  Perforation  of  the  intestine  results  from  the  gangrene, 
and  this  again  generally  takes  place  at  the  constriction. 

Cha?tges  also  occur  in  the  intestme  above  the  obstruction. — The  loop  above 
dilates  and  often  reaches  a very  large  size  from  the  development  of  gas 
within  it.  The  loop  is  also  congested,  so  that  the  intestine  above  the 
stricture  can  usually  be  easily  distinguished  from  that  below  not  only  on 
account  of  its  dilatation  but  on  account  of  the  marked  congestion  of  its 
walls.  This  is  a great  contrast  to  the  intestine  below  the  obstruction,  which 
is  pale  and  empty.  The  fluid  contents  of  the  intestine  above  the  obstruc- 
tion rapidly  undergo  decomposition,  and  furnish  the  so-called  fascal  vomit, 
which  is  really  putrefying  intestinal  contents.  If  the  obstruction  be  not 
relieved,  paralysis  of  the  bowel  above  will  result,  so  that,  even  though  the 
obstruction  be  removed,  the  paralysed  intestine  fails  to  pass  on  its  contents. 

The  causes  of  death  in  acute  intestinal  obstruction  are  gangrene  of  the 
bowel,  peritonitis,  stercoral  auto-intoxication,  and,  very  rarely,  shock.  Even 
though  the  strangulation  be  relieved  by  operation,  death  may  still  occur 
from  peritonitis,  from  perforation,  from  paralytic  distension  or  kinking  of 
the  intestine,  from  auto-intoxication,  or  from  septic  pneumonia  resulting 
from  the  passage  of  putrid  vomited  matter  into  the  air-passages. 

Just  as  it  is  difficult  to  diagnose  the  nature  of  the  obstruction  before 
operation,  so  is  it  difficult  to  ascertain  its  position.  It  is  found  as  a matter 
of  experience  that  the  obstruction  more  often  involves  the  small  intestine 
than  the  large,  obstruction  involving  the  colon,  with  the  exception  of  volvulus, 
being  usually  chronic  ; even  in  the  latter  the  symptoms  are  somewhat  delayed. 
When  the  small  intestine  is  affected,  the  pain  usually  sets  in  very  early  and 
is  most  severe,  whilst  vomiting  commences  earlier  and  is  more  troublesome, 
and  there  is  generally  more  severe  collapse  than  when  it  affects  the  large 
bowel.  On  the  other  hand,  meteorism  is  a more  prominent  and  more 
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early  feature  in  obstruction  involving  the  large  intestine,  and  in  a volvulus 
of  the  sigmoid  flexure  this  may  reach  an  enormous  degree.  In  acute 
obstruction  evidence  of  movement  of  dilated  coils  can  seldom  be  obtained, 
but  this  occurs  frequently  in  the  chronic  form. 

As  to  the  actual  seat  of  obstruction  in  the  bowel,  it  is  practically  im- 
possible to  make  a diagnosis.  It  has  been  said  that  the  higher  up  the 
bowel  the  obstruction  is  the  less  is  the  amount  of  urine  secreted,  but  that 
really  depends  rather  upon  the  tightness  and  suddenness  of  the  strangula- 
tion than  upon  its  actual  seat.  Possibly  early  vomiting  is  more  constant 
when  the  obstruction  is  high  up  in  the  small  intestine,  but  this  is  an  utterly 
unreliable  symptom. 

TREATMENT  WHEN  THE  PATIENT’S  CONDITION  IS  GOOD. 

In  many  descriptions  of  acute  intestinal  obstruction  the  discussion 
of  the  treatment  commences  by  reference  to  various  medical  measures, 
such  as  rest,  morphine,  and  food.  In  acute  intestinal  obstruction  however 
there  is  no  medical  treatment ; the  only  thing  that  can  give  the  patient 
the  chance  that  he  ought  to  have  is  immediate  operation.  It  is  true  that 
a few  cases  in  which  the  symptoms  have  pointed  to  acute  intestinal 
obstruction  and  which  have  not  been  operated  upon  have  recovered,  either 
when  left  entirely  alone  or  under  the  administration  of  opium,  but  these 
are  extremely  few  in  number  and  the  diagnosis  is  exceedingly  doubtful. 
It  would  be  absolutely  criminal  to  leave  a patient  unoperated  upon  on 
the  infinitesimal  chance  that  recovery  without  operation  might  occur,  and 
we  shall  therefore  not  discuss  the  question  of  medical  treatment  at  all. 

The  only  question  of  treatment  preliminary  to  operation  has  reference 
to  the  adfnmistration  of  morphine,  which  the  medical  attendant  is  sometimes 
tempted  to  prescribe  as  soon  as,  he  is  called  in  and  before  he  has  made 
his  diagnosis.  Given  in  this  way,  morphine  is  a most  dangerous  drug 
because  the  symptoms  may  be  masked  for  a prolonged  period  and  the 
patient’s  chance  from  operation  may  be  extinguished  by  delay.  When 
however  the  diagnosis  has  been  made,  and  while  preparations  are  going 
forward  for  the  operation,  there  is  no  objection  at  all  to  the  administra- 
tion of  a small  dose  of  morphine  hypodermically  in  the  early  stages,  as  it 
relieves  the  urgent  symptoms,  causes  diminution  of  the  vomiting  and  the 
shock  and  improves  the  patient’s  general  condition  sometimes  to  a 
surprising  degree.  It  should  however  only  be  given  under  these  circum- 
stances when  the  case  is  still  in  its  early  stages,  as,  if  given  after  the 
obstruction  has  lasted  some  considerable  time,  even  when  used  as  an 
immediate  preliminary  to  operation,  it  acts  deleteriously  by  increasing 
the  already  existing  paralysis  of  the  bowel  and  may  therefore  diminish 
the  patient’s  chance  of  recovery  after  operation. 

As  soon  as  the  diagnosis  of  obstruction  is  made,  operation  should  be 
earned  out  forthwith  and  quite  indepe?idcntly  of  the  ability  to  diagnose 
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the  seat  or  nature  of  the  obstruction. — In  making  preparations  for  the 
operation  certain  points  must  be  borne  in  mind ; in  the  first  place  the 
patient  is  sure  to  be  already  greatly  collapsed  and  the  operation,  which 
must  involve  considerable  manipulation  of  the  intestinal  contents,  will 
indubitably  tend  to  increase  the  shock.  Hence  the  most  vigorous  measures 
must  be  taken  to  meet  this  emergency,  and  all  the  precautions  mentioned 
in  Part  I.,  p.  139,  and  in  connection  with  rupture  of  the  intestines  and 
perforation  of  the  stomach  (see  pp.  177,  208),  should  be  rigorously  carried 
out.  Apart  from  the  administration  of  stimulants,  the  most  important 
point  is  the  diminution  of  the  time  occupied  by  the  operation  and  here, 
as  in  cases  of  ruptured  intestine,  everything  possible  should  be  done, 
including  shaving  and  purification,  before  the  administration  of  the 
anaesthetic  is  begun. 

A most  important  point,  which  should  never  be  omitted  in  any  case 
of  acute  intestinal  obstruction,  is  to  wash  out  the  stomach  before  operation. 
The  patient  is  constantly  sick  as  the  result  of  the  obstruction  and  brings 
up  most  offensive  and  putrid  material,  and  the  vomiting  is  apt  to  be  very 
profuse  under  the  anaesthetic ; more  than  once  the  material  has  actually 
passed  in  considerable  quantity  into  the  air-passages  causing  asphyxia  or, 
as  is  more  frequent,  a subsequent  septic  pneumonia.  The  stomach  should 
therefore  be  washed  out  in  the  manner  already  described  (see  p.  200) 
whilst  the  other  preparations  are  being  made  and,  unless  the  patient  be 
excessively  collapsed,  he  will  submit  to  the  procedure  willingly  and 
will  indeed  experience  great  relief  from  it. 

As  many  of  the  coils  of  intestine  are  likely  to  protrude  from  the 
abdomen  as  soon  as  it  is  opened,  plenty  of  hot  abdominal  cloths  must 
be  at  hand  to  wrap  them  in.  All  needles  should  be  threaded  before- 
hand and,  as  it  may  be  necessary  to  either  resect  and  rejoin  a portion  of 
intestine  or  to  form  an  artificial  anus,  tjie  surgeon  should  always  go  to 
an  operation  of  this  kind  provided  with  Mayo  Robson’s  bobbins,  Murphy’s 
buttons,  and  Paul’s  tubes,  so  as  to  be  prepared  for  emergencies.  Suitable 
sutures  should  be  ready  threaded  for  any  of  these  procedures. 

The  shock  is  probably  aggravated  to  some  extent  by  the  ancesthetic,  and 
in  bad  cases  some  surgeons  prefer  to  operate  with  cocaine  or  eucaine  anaes- 
thesia rather  than  with  a general  anesthetic.  This  may  be  necessary  in 
cases  that  are  almost  moribund,  but  for  our  part  we  prefer  to  use  either 
ether  or  the  A.C.E.  mixture,  at  any  rate  until  the  abdomen  is  opened, 
after  which  the  administration  should  be  reduced  to  a minimum. 

The  operative  measures  in  these  cases  have  three  chief  aims,  namely : 
(i)  The  finding  of  the  obstruction;  (2)  its  relief;  and  (3)  the  subsequent 
treatment  of  the  strangulated  intestine. 

THE  FINDING  OF  THE  OBSTRUCTION.  — In  practically  all  cases 
the  abdominal  incision  should  be  made  slightly  to  one  side  of  the  middle 
line  as  already  described  (see  p.  188).  It  is  never  safe  to  trust  to  local 
.symptoms,  such  as  pain  or  swelling,  as  an  indication  of  the  position  of 
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the  obstruction,  unless  possibly  in  the  case  of  an  intussusception  where  a 
distinct  lump  may  be  felt.  The  incision  through  the  abdominal  wall  should 
be  free,  and  the  greater  part  of  it  should  lie  below  the  umbilicus,  but  in 
all  probability  it  will  be  necessary  to  extend  it  above  it.  The  seat 
of  obstruction  very  seldom  appears  immediately  beneath  the  opening ; the 
bowel  usually  found  there  is  a dilated  coil,  and,  as  handling  the  intestines 
in  these  cases  gives  rise  to  considerable  shock,  a small  incision  is  practically 
useless,  and  it  will  have  to  be  at  least  six  inches  in  length,  and  possibly 
more  before  the  actual  search  for  the  obstruction  is  systematically  under- 
taken. 

As  soon  as  the  peritoneal  cavity  is  opened,  distended  coils  present  in 
the  wound  and  these  are  inspected  to  ascertain  whether  they  are  small  or 
large  bowel,  as  this  at  once  gives  a guide  as  to  the  position  of  the  obstruc- 
tion. It  is  also  noticed  whether  fluid  escapes,  as  this  usually  indicates  severe 
strangulation,  and  the  surface  of  the  intestine  is  also  examined  for  the 
presence  of  lymph,  which  indicates  peritonitis  and  possibly  perforation. 
The  finger  is  then  swept  around  inside  the  abdominal  wall  over  the  orifices 
of  the  various  openings  through  which  external  hernise  take  place,  particu- 
larly the  obturator  foramen,  which  should  be  examined  first.  The  finger 
is  next  passed  down  to  the  csecum  to  ascertain  whether  it  be  empty  or 
dilated ; if  it  be  empty  the  obstruction  must  be  in  the  small  intestine,  whereas 
if  it  be  distended  the  large  bowel  will  be  the  seat  of  the  mischief. 
The  further  procedure  will  depend  somewhat  upon  the  determination  of  this 
question.  The  above  examination  is  about  all  that  can  be  made  through 
a three  or  four  inch  incision,  which  is  the  length  usually  made  in  the  first 
instance. 

The  incision  should  now  be  enlarged  with  scissors  to  at  least  six  inches, 
or  even  to  eight  or  more  if  there  be  much  distension.  This  should  gene- 
rally be  done  upwards.  As  the  incision  is  enlarged  and  the  edges  of  the 
wound  are  held  aside,  it  will  be  impossible  to  prevent  the  escape  of  intes- 
tinal coils  through  the  opening,  and  the  search  for  the  obstruction  will  be 
much  facilitated  by  allowing  them  to  escape  into  hot  abdominal  cloths 
which  cover  them  up  as  they  protrude.  It  is  not  usually  necessary  to  pull 
out  more  coils  of  intestine  than  protrude  spontaneously ; it  will  generally 
be  found  on  gently  pulling  on  the  distended  coil  that  it  is  held  somewhere, 
and,  by  following  this  up,  the  seat  of  obstruction  will  be  encountered. 

When  the  csecum  is  dilated  it  is  not  so  necessary  to  allow  the  intestines  to 
escape,  although  it  is  hardly  possible  to  prevent  this  in  the  majority  of  cases. 
The  colon  is  traced  from  the  csecum  upwards  to  the  hepatic  flexure  along 
the  transverse  colon,  and  then,  by  displacing  the  intestines  to  the  right 
side,  downwards  to  the  sigmoid.  Should  the  case  be  one  of  volvulus,  the 
large  distended  loop  will  be  evident  immediately  on  opening  the  abdomen. 

This  method  of  allowing  the  intestines  to  escape  without  actually  evis- 
cerating the  patient  is  far  superior  to  a blind  search  made  by  plunging  the 
hand  into  the  abdomen,  or  by  pulling  on  individual  coils  of  bowel.  The 
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hand  in  the  abdomen  is  an  absolutely  uncertain  instrument  which  bruises 
dilated  coils  and  sometimes  even  ruptures  the  peritoneal  coat  without  any 
certainty  that  the  search  is  being  made  in  the  proper  direction  to  find  the 
obstruction.  On  the  other  hand,  by  pulling  upon  the  coil  of  bowel  per- 
foration at  the  seat  of  obstruction  may  be  actually  produced.  The  only 
objection  to  allowing  the  coils  to  escape  in  this  manner  is  the  difficulty 
experienced  in  putting  them  back  when  they  are  greatly  distended.  In 
most  cases,  however,  it  is  undoubtedly  well  to  empty  the  coils  before  any 
attempt  is  made  to  return  them  into  the  abdomen  (see  p.  323),  and  this 
difficulty  is  thus  overcome.  We  strongly  recommend  that  all  gentleness 
should  be  observed  in  the  manipulations,  that  the  surgeon  should  have  plenty 
of  room,  and  that  he  should  never  attempt  to  pull  or  work  in  the  dark. 

RELIEF  OF  THE  OBSTRUCTION.— The  obstruction  must  be 
relieved  after  its  position  has  been  ascertained.  Most  frequently  the  cause 
of  the  strangulation  is  a band  or  an  aperture  in  the  omentum  or  mesentery, 
and  if  a band  be  found  it  must  be  divided.  In  long-standing  cases  the  band 
itself  may  have  become  practically  gangrenous  and  so  soft  that  it  tears 
through,  and  the  obstruction  is  relieved  immediately.  If  not,  the  band 
should  be  divided  in  the  usual  manner  by  inserting  beneath  it  either  a 
director  or  the  finger-nail,  upon  which  it  is  divided  with  a herniotome. 
The  two  ends  of  the  band  should  be  seized  in  forceps  and  each  end 
should  be  cut  away  as  completely  as  possible  after  division  so  as  not  to 
leave  any  loose  tags  which  by  adhesion  might  form  fresh  bands ; a thick 
band  should  be  ligatured  before  division.  Omental  adhesions  should  be 
dealt  with  in  a similar  manner.  When  the  constriction  is  due  to  the 
adhesion  of  some  structure,  such  as  the  tip  of  the  appendix  or  Meckel’s 
diverticulum,  it  may  suffice,  if  the  patient’s  condition  be  bad,  to  simply 
detach  the  adherent  end.  If,  however,  the  patient  can  stand  the  extra 
time  involved,  it  is  well  to  remove  the  diverticulum  or  the  appendix  in 
the  usual  manner  (see  Chap.  XX.)  so  as  to  avoid  recurrence  of  the  trouble. 
This  of  course  prolongs  the  operation,  and,  unless  the  patient’s  condition 
be  quite  good,  such  a prolongation  should  be  avoided.  When,  however, 
the  constriction  is  formed  by  a Meckel’s  diverticulum  twisting  itself  around 
the  intestine,  this  structure  must  be  removed  in  spite  of  the  extra  time 
required,  because  otherwise  the  obstruction  might  easily  recur. 

Any  aperture  in  the  omentum  or  mesentery  should  be  dilated  or  enlarged 
by  tearing  so  as  to  permit  of  reduction  of  the  herniated  intestine,  after  which 
the  slit  is  sewn  up.  Acute  kinking  of  the  bowel  from  adhesions  is  rectified 
by  careful  detachment  of  the  adhesions,  which  is  often  a matter  of 
extreme  difficulty.  If  the  bowel  be  adherent  to  the  abdominal  wall  the 
best  plan  is  to  detach  it  rather  at  the  expense  of  the  parietal  peritoneum 
than  to  attempt  to  peel  it  cleanly  off  the  intestine,  as  the  latter  structure 
may  easily  rupture.  If  one  portion  of  the  intestine  be  adherent  to  the 
other  it  will  be  necessary  to  separate  the  two  and  the  greatest  care  is 
required  to  avoid  tearing  into  the  bowel. 
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Should  no  other  cause  for  strangulation  be  found,  the  various  situations 
of  internal  hernia  should  be  remembered  and  carefully  examined.  Strangu- 
lation at  the  foramen  of  Winslow  is  almost  impossible  to  relieve  whenever 
the  hernia  is  of  any  size  because  there  is  no  part  of  the  foramen  that 
can  be  divided  safely  with  the  knife  so  as  to  relieve  the  obstruction. 
Hernia  through  a slit  in  the  diaphragm  is  equally  difficult  to  treat;  peri- 
cnecal  hernias  generally  pull  out  easily  and  we  have  already  referred  to 
division  of  the  stricture  in  a Treitz’s  hernia  (see  p.  316). 

TREATMENT  OF  THE  INTESTINE.— The  treatment  of  the 
bowel  after  relief  of  the  strangulation  will  depend  upon  the  appearance  it 
presents  and  also  upon  the  state  of  the  intestine  above  the  constriction. 
The  conditions  met  with  may  be  divided  into  four  groups  : 

1.  When  the  constriction  is  sligrht. — In  many  cases  the  con- 
striction has  not  been  tight — indeed  it  may  become  released  during  the 
manipulations — the  bowel  has  not  been  materially  damaged  and,  on  the 
relief  of  the  constriction,  the  contents  pass  on  freely  from  the  intestine 
above.  Here  no  further  treatment  is  required  for  the  intestine  and  the 
abdomen  may  be  closed  in  the  usual  manner. 

2.  When  the  strang'ulation  is  severe  but  the  bowel  is  re- 
coverable.— The  bowel  above  the  constriction  may  remain  distended  in 
spite  of  the  relief  of  the  strangulation,  so  that  the  contents  do  not  pass 
on  properly,  and  the  patient  may  be  poisoned  by  them.  This  difficulty 
is  due  partly  to  the  over-distended  state  of  the  bowel  above  and  the 
consequent  absence  of  proper  peristaltic  action,  and  partly  to  the  fact 
that,  as  a result  of  over-distension,  a series  of  kinks  have  occurred  in 
the  bowel  above  the  obstruction  which  are  not  properly  relieved  when 
the  lumen  of  the  intestine  at  the  seat  of  strangulation  is  restored.  Under 
these  circumstances  it  is  absolutely  essential  to  evacuate  the  bowel  above 
the  seat  of  obstruction  before  the  abdomen  is  closed ; unless  this  be  done, 
the  obstructive  symptoms  continue  and  the  patient  dies  partly  from  them 
and  partly  from  stercoral  poisoning. 

Evaaiation  of  the  bowel  above  the  strangulation. — The  coils  of  intestine, 
with  the  exception  of  that  immediately  above  the  seat  of  obstruction,  are 
therefore  returned  into  the  abdomen  and  the  greater  part  of  the  abdominal 
wound  is  closed.  The  coil  which  has  been  kept  out  is  thoroughly  packed 
round  with  warm  abdominal  cloths  so  as  to  prevent  soiling  of  the  peri- 
toneal cavity.  A long  piece  of  drainage  tube  (No.  24)  is  taken  and  a 
small  opening,  just  large  enough  to  allow  the  insertion  of  the  tube  and 
nothing  more,  is  made  in  the  convex  border  of  the  loop,  the  bowel  being 
compressed  above  and  below  while  the  opening  is  being  made,  and  the 
end  of  the  drainage  tube  inserted  into  it.  The  other  end  of  the  tube 
is  placed  in  a suitable  receptacle  and  then  the  compression  is  relaxed 
and  the  contents  of  the  bowel  are  allowed  to  flow  away.  As  a rule  in 
bad  cases  only  a small  portion  escapes,  that  is  to  say  only  the  portion 
in  the  loop  punctured  and  up  to  the  kink  above.  When  the  flow  ceases. 
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the  drainage  tube  should  be  gradually  pushed  upwards  along  the  bowel 
so  as  to  pass  into  the  next  coil  above,  and  this  is  continued  until  satis- 
factory evacuation  of  the  intestine  above  has  been  obtained.  During  this 
period  the  exposed  portion  of  the  coil  is  kept  warm  by  the  ordinary  hot 
abdominal  cloths,  and  the  patient  is  allowed  to  come  round  from  the 
anaesthetic.  The  object  of  using  a tube  instead  of  making  a small  opening 
is  to  allow  of  the  evacuation  of  the  coils  above,  which  may  not  empty 
themselves  at  once  through  the  opening,  and  without  the  use  of  a 
tube  one  can  never  be  quite  certain  that  the  object  has  been  completely 
obtained.  The  tube  will  pass  onwards  more  easily  if  lubricated  with  a 
little  glycerine  before  its  insertion.  There  should  be  no  hurry  over  this 
procedure ; before  completing  the  operation  the  surgeon  must  be  satisfied 
that  the  intestine  has  been  thoroughly  evacuated,  and  it  may  be  a matter 
not  of  a few  minutes  but  of  even  an  hour  or  longer  before  it  seems  safe 
to  close  the  opening  and  the  abdomen.  This  procedure  may  seem  some- 
what heroic,  but  it  is  not  really  so  if  carried  out  with  proper  care;  of  its 
absolute  necessity  no  one  who  has  practised  it  can  fail  to  be  convinced. 
It  is  a precaution  that  is  far  too  often  neglected,  and  in  the  large  majority 
of  cases  we  are  certain  that  it  makes  all  the  difference  between  recovery 
of  the  patient  and  failure  of  the  operation.  A point  of  the  highest  practical 
importance  is,  to  see  that  the  patient  is  kept  thoroughly  warm  throughout 
the  entire  proceeding ; blankets,  hot-water  bottles,  etc.,  must  be  renewed  as 
often  as  is  necessary,  and  stimulants  also  should  be  administered  if  needed. 

When  the  surgeon  is  of  opinion  that  the  coils  have  been  sufficiently 
emptied,  the  tube  is  withdrawn,  the  intestinal  walls  above  and  below  the 
small  opening  are  temporarily  approximated  by  the  assistant’s  fingers,  and 
the  incision  itself  is  rapidly  closed  with  a fine  continuous  Lembert  suture 
(see  p.  213).  A single  row  will  suffice  if  it  be  commenced  and  terminated 
about  a quarter  of  an  inch  beyond  the  extremities  of  the  incision.  The 
bowel  is  then  carefully  cleaned  up,  the  loop  dropped  back  into  the  abdomen, 
and  the  closure  of  the  abdominal  wall  proceeded  with  (see  p.  189). 

3.  When  the  bowel  is  not  likely  to  recover. — Here  the  condition 
of  the  intestine  may  be  similar  to  that  just  described,  but  in  addition  the 
seat  of  constriction  remains  kinked  as  the  result  of  inflammatory  infil- 
tration and,  even  though  the  bowel  above  be  evacuated,  the  kinking  remains 
as  a permanent  obstacle  to  the  onward  flow.  When  the  bowel  is  as  severely 
constricted ’as  this,  gangrene  and  perforation  are  very  likely  to  occur  at  the 
seat  of  constriction  and  hence,  in  addition  to  evacuation  of  the  bowel,  the 
affected  portion  must  be  excised  and  an  end-to-end  union  established. 

Enterectomy  is  done  in  the  first  instance  in  the  usual  manner ; clamps  are 
applied  and  the  affected  portion  is  removed  as  already  described  (see  p.  306), 
but  in  these  cases  it  is  not  necessary  to  take  away  much  of  the  mesentery 
because  there  is  no  thrombosis  of  the  vessels.  There  is  a certain  difficulty  in 
the  anastomosis  owing  to  the  dilatation  of  the  bowel  above  the  seat  of  con- 
striction and  therefore  it  is  well  to  employ  Mayo  Robson’s  bobbins  by 
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which  the  calibre  of  the  dilated  portion  can  be  diminished  easily  so  as  to 
accurately  fit  the  lower  one.  Where  speed  is  all-important  Murphy  s button 
may  be  used.  Some  surgeons  have  proposed  to  sew  up  the  divided  ends 
of  the  bowel  and  then  to  do  a lateral  anastomosis  in  order  to  avoid  joining 
the  dilated  to  the  collapsed  bowel  end-on.  If  Robson’s  bobbin  be  used 
however  the  latter  operation  is  easy  and  it  is  better  in  every  way  than  a 
lateral  anastomosis ; it  is  done  more  quickly  and  the  opening  is  more 
satisfactory  and  has  not  the  same  tendency  to  contract  that  the  lateral 
opening  has.  At  the  same  time  lateral  anastomosis  is  better  than  end-to- 
end  suture  without  any  artificial  aid  in  these  cases,  as  it  is  extremely 
difficult  to  approximate  a dilated  to  a collapsed  portion  of  bowel  by  mere 
simple  suture. 

After  the  intestine  has  been  united,  a second  opening  is  made  higher 
up  and  the  intestine  is  evacuated  as  already  described  (see  p.  323).  This  seems 
to  be  better  than  to  try  to  evacuate  the  bowel 
through  the  open  end  of  the  upper  segment.  The 
evacuation  may  take  a long  time,  during  which  the 
lower  end  of  the  bowel  is  also  open  and  it  seems 
better  to  complete  the  union  of  the  bowel  as  soon 
as  possible  and  to  have  an  independent  opening 
than  to  delay  it  for  an  hour  or  more ; besides  this, 
the  open  end  of  the  intestine  does  not  grasp  the 
tube  in  the  same  way  that  a small  opening  in  the 
convexity  higher  up  does  and  hence  there  is  a 
greater  risk  of  soiling. 

In  bad  cases  it  may  be  better  to  tie  a Paul’s 
tube  (see  Fig.  95)  into  each  open  end  of  the  in- 
testine after  resecting  the  loop  and  so  to  make  an 
artificial  anus  to  be  remedied  afterwards,  but  the 
method  just  described  is  preferable  if  it  can  be 
done.  When  Paul’s  tubes  are  used,  one  of  suitable 
size  should  be  taken  for  each  opening  and  each 
should  be  provided  with  a long  piece  of  india- 
rubber  tubing  through  which  the  contents  of  the 
intestine  may  escape  into  a receptacle  at  the  side 
of  the  bed.  A tube  is  slipped  into  each  open 
end  and  fastened  by  tape  which  secures  the  wall  of  the  bowel  firmly  in  the 
flange ; this  is  done  before  the  clamps  are  taken  off.  The  bowel  is  now 
cleaned  up,  the  packing  removed  and  the  abdomen  closed  as  quickly  as 
possible ; time  may  be  saved  by  fixing  the  bowel  above  and  below  to  the 
abdominal  wall  with  safety-pins  which  pick  up  the  sero-muscular  coat  instead 
of  accurately  stitching  it  round  the  opening. 

This  does  not  however  complete  the  case,  for  the  surgeon  must  see  that 
the  upper  portion  of  the  intestine  is  evacuated  efficiently  through  the  Paul’s 
tube  just  as  in  the  previous  case.  'I'his  may  .sometimes  be  done  by  filling  up 
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Fig.  95. — Paul’s  Tube  as 

USED  TO  ESTABLISH  AN  ARTI- 
FICIAL Anus.  The  large  bowel 
has  been  cut  across  and  a colon 
tube  tied  into  each  end.  The 
sketch  shows  how  the  gut  is  pre- 
vented from  shifting  its  position 
by  the  safetj’-pins  thrust  through 
its  sero-muscular  coats.  Two 
stitches  bring  the  skin  together 
between  the  tubes  and  thus  shut 
off  all  communication  between 
the  two  ends  of  the  bowel. 
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the  tube  with  water  and  so  forming  a syphon  arrangement;  in  others  a smaller 
indiarubber  tube  may  be  introduced  through  the  open  end  of  the  glass  one 
and  may  be  pushed  into  the  coils  of  intestine  above,  or  an  attempt  may  be 
made  to  suck  out  the  contents  of  the  bowel  with  an  evacuator.  The  surgeon 
must  be  satisfied  that  the  contents  of  the  upper  portion  of  the  intestine  are 
escaping  freely  before  he  leaves  the  patient. 

The  ring  of  intestine  constricted  by  the  tapes  usually  sloughs  in  about  three 
days  and  then  both  the  tubes  become  loose  and  must  be  removed.  By  that 
time  sufficiently  firm  adhesions  have  occurred  to  prevent  extravasation  of  the 
contents  and  there  is  little  risk  of  septic  infection.  When  the  patient  has 
recovered,  the  closure  of  the  artificial  anus  must  be  taken  in  hand  (see 
Chap.  XXIV.).  Where  the  opening  is  in  the  small  intestine  this  must  be  done 
comparatively  early  for  two  reasons : in  the  first  place  because  nutrition  is 
seriously  interfered  with  by  the  escape  of  the  contents  of  the  small  intestine  ; 
and  in  the  second  place  because  these  contents  are  very  irritating  and  cause 
excoriation  of  the  abdominal  wall. 

4.  When  the  bowel  is  actually  gangrenous. — The  gangrene  may 
be  either  at  the  point  of  constriction  alone  or  may  affect  a portion  or  the 
whole  of  the  strangulated  loop.  It  is  out  of  the  question  here  to  return 
the  loop  into  the  abdominal  cavity,  and  excision  of  the  ajfected  portion 
along  with  a large  V-shaped  portion  of  the  mesentery  (see  Fig.  92)  is 
essential ; when  that  has  been  done,  an  end-to-end  anastomosis  or  an 
artificial  anus  is  made  according  to  the  condition  of  the  patient.  The  ideal 
treatment  is  to  excise  the  affected  portion  and  to  make  an  accurate  end-to- 
end  anastomosis,  but  frequently  the  patient  cannot  stand  the  shock  of  such  a 
procedure,  and  an  artificial  anus  must  be  established.  The  treatment  in  both 
cases  is  exactly  the  same  in  every  respect  as  that  described  for  the  last  group 
of  cases  (vide  supra),  with  the  exception  that  a large  V-shaped  portion  of  the 
mesentery  must  be  removed  here,  because  the  vessels  are  extensively  throm- 
bosed and,  if  the  mesentery  be  left,  this  thrombosis  may  spread  to  other 
vessels,  and  so  produce  gangrene  of  the  intestine  left  behind. 

treatment  when  the  patient  is  in  extremis. 

The  foregoing  procedures  apply  to  cases  in  which  the  surgeon  is  called 
in  before  the  patient  is  absolutely  moribund;  should  he  be  upon  the  point 
of  death  when  first  seen,  however,  there  is  no  possibility  of  his  surviving  any 
of  the  procedures  we  have  described,  and  the  question  that  arises  is  whether 
nothing  at  all  should  be  done,  or  whether  there  is  any  temporary  measure 
that  is  at  once  rapid,  devoid  of  shock,  and  likely  to  be  of  benefit. 

Unless  the  patient  be  literally  going  to  die  within  a few  minutes,  it  may 
be  possible  to  open  successfully  the  most  distended  loop  of  bowel  without 
making  any  attempt  whatever  to  remove  the  obstruction.  This  can  be  readily 
done  through  a small  incision  in  the  middle  line  under  cocaine  anaesthesia  by 
hypodermic  injection  by  Schleich’s  method  (see  Part  I.,  p.  123).  The  dis- 
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tended  loop  at  once  protrudes,  is  seized  and  clamped  by  the  fingers  of  an 
assistant,  and  a continuous  purse-string  suture  is  passed  through  the  walls  of 
the  bowel  as  for  the  introduction  of  Murphy’s  button  in  gastro-enterostomy 
(see  p.  263),  a small  slit  is  made  in  the  bowel  and  a Paul’s  tube  rapidly 
slipped  in,  and  the  suture  tied  so  as  to  fix  it  in  position  (see  Fig.  96).  The 
open  end  of  the  tube  should  be  fitted  with  india-rubber  tubing  so  as  to 
convey  the  contents  of  the  intestine  well  away  from  the  wound.  The  bowel 


Fig.  q6. — Paul’s  Tube  as  used  to  establish  a FaiCal  Fistui.a  in  the  S.mall 
Intestine.  The  introduction  of  the  purse-string  suture  is  shown  in  A.  When  the 
suture  is  in  place  the  bowel  is  opened,  the  smaller  tube  is  inserted  and  tied  in,  and  the 
loop  of  bowel  is  fastened  to  the  skin  as  is  shown  in  B. 

is  secured  in  the  wound,  the  edges  of  the  incision  and  the  bowel  being 
brought  together  by  passing  sterilised  safety-pins  through  them  above  and 
below,  taking  care  to  take  up  the  sero-muscular  coats  alone. 

This  procedure  is  only  to  be  adopted  when  it  is  absolutely  impossible  to 
do  anything  else,  and  is  merely  a temporary  measure ; should  the  patient  be 
lucky  enough  to  recover,  the  abdomen  must  be  subsequently  opened,  the 
obstruction  searched  for  and  remedied,  and  the  artificial  anus  closed.  It  is 
most  remarkable  what  a number  of  cases  have  recovered  after  a temporary 
measure  of  this  kind,  and  we  can  only  assume  that  in  them  the  strangulation 
had  not  reached  such  an  extent  as  to  produce  actual  gangrene,  and  that  with 
the  subsidence  of  the  distension  the  strangulation  passed  olif. 

After-treatment  of  cases  of  acute  intestinal  obstruction.— 
Little  need  be  said  about  the  after-treatment  of  these  cases  as  it  does  not 
differ  in  any  material  manner  from  that  appropriate  to  intestinal  injuries 
which  has  been  fully  dealt  with  (see  p.  312).  As  a rule  even  greater  atten- 
tion has  to  be  paid  to  the  question  of  stimulating  the  patient  freely,  on 
account  of  the  severe  auto-intoxication  that  occurs  as  the  result  of  the 
long-continued  absorption  of  putrefying  intestinal  contents,  and  another 
point  of  the  greatest  importance  is  to  avoid  the  use  of  opium  or  morphine 
as  much  as  possible.  It  is  more  important  in  intestinal  obstruction  than 
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in  any  other  cases  to  avoid  paralysis  of  the  intestine  which  would  inevit- 
ably promote  the  auto-intoxication  from  which  the  patient  has  already 
suffered  so  much.  In  all  cases  therefore,  whether  the  intestine  be  returned 
unopened,  whether  it  be  merely  evacuated  and  returned,  or  whether  a 
resection  has  been  performed,  the  administration  of  opium  should  be 
restricted  entirely  to  the  relief  of  severe  pain.  At  the  same  time  the  action 
of  the  bowels  should  be  promoted,  copious  enemata  being  given  daily 
from  the  end  of  the  first  24  hours,  whilst  a saline  aperient  may  be  given  by 
the  mouth  at  the  end  of  the  fourth  or  the  fifth  day.  From  the  time  that 
the  bowels  become  well  opened  the  patient’s  condition  generally  improves 
with  great  rapidity. 

The  principles  guiding  the  question  of  feeding  will  be  the  same  as 
those  laid  down  for  the  treatment  of  intestinal  injuries  (see  p.  312).  When 
an  artificial  anus  has  been  made  and  the  patient  recovers,  the  case  becomes 
one  of  artificial  anus  which  must  be  treated  on  the  lines  suitable  for 
that  condition  (see  Chap.  XXIV.). 


VOLVULUS  OF  THE  SIGMOID  FLEXURE. 

PATHOLOGY  . — In  volvulus  of  the  sigmoid  flexure  the  pathological 
conditions  may  be  various.  There  is  a twist  of  the  sigmoid  loop,  varying 
from  a half  to  one  or  more  complete  circles,  and  the  result  of  this  is 
interference  with  the  circulation  through  the  meso-sigmoid,  which  is  directly 
proportionate  to  the  severity  of  the  twist.  The  torsion  also  interferes  with 
the  flow  of  intestinal  contents  which  become  confined  within  the  twisted 
loop.  There  is  subsequently  an  enormous  development  of  gas  and  great 
distension  of  the  abdomen  may  result,  the  distension  being  in  the  loop 
itself  rather  than  in  the  intestine  above.  Unless  the  condition  be  relieved, 
lymph  very  soon  mats  the  base  of  the  loop  with  adhesions  which  render 
its  untwisting  difficult.  In  severe  cases  the  circulation  becomes  increasingly 
interfered  with,  and  gangrene,  spreading  from  the  point  of  torsion,  may 
occur  in  the  loop.  Peritonitis  occurs  early.  The  upper  part  of  the  loop 
is  usually  rotated  so  that  it  passes  in  front  of  the  lower,  but  in  some 
cases  the  exact  opposite  takes  place.  Occasionally  the  volvulus  may  be 
most  complicated;  the  small  intestine  may  also  be  involved,  and  there  may 
even  be  a winding  of  the  small  intestines  round  the  large. 

SYMPTOMS.— T hese  differ  somewhat  from  those  of  internal  strangu- 
lation, and  a suspicion  of  the  true  state  of  affairs  may  often  suggest  itself 
before  operation.  In  the  first  place  the  patients  are  usually  older  than  those 
who  are  the  subjects  of  internal  strangulation,  although  of  course  this  is 
a point  upon  which  no  great  stress  can  be  laid.  There  is  often  a previous 
history  of  constipation,  one  of  the  chief  predisposing  causes  of  the  mischief 
being  distension  of  the  loop  of  the  sigmoid  and  the  resultant  stretching 
of  the  meso-sigmoid  which  follows  the  constant  overloading  of  this  portion 
of  the  intestine  with  fsecal  contents.  The  onset  is  sudden,  as  in  the 
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other  cases,  but  the  pain,  although  severe,  is  not  usually  quite  so  bad 
as  in  internal  strangulation,  whilst  the  colic  is  more  marked.  Vomiting 
is  not  so  urgent  as  in  internal  strangulation;  constipation  of  course  exists, 
but  the  collapse  is  usually  not  so  marked,  while  one  of  the  great  symptoms 
which  gives  rise  to  a suspicion  of  this  condition  is  the  early  and  great 
distension  of  the  abdomen. 

TREATMENT. — The  treatment  is  very  difficult.  Attempts  must  be 
made  to  untwist  the  intestine,  but  the  torsion  is  often  complicated,  one 
coil  being  wrapped  around  another  so  that  it  is  extremely  difficult  to  make 
out  the  exact  manner  in  which  the  trouble  should  be  remedied.  At  the 
same  time,  however,  it  is  absolutely  essential  that  this  should  be  done, 
and  the  best  plan  is  to  get  the  loop  at  once  out  of  the  abdomen  as  otherwise 
it  is  quite  impossible  to  see  the  precise  condition  of  affairs.  Even 
when  this  is  effected,  the  enormous  distension  of  the  coil  usually  hides  the 
seat  of  volvulus,  and  attempts  to  manipulate  the  bowel  are  apt  to  cause 
rupture,  at  any  rate  of  the  peritoneal  coat  about  its  base.  We  should 
therefore  advise  that,  as  soon  as  the  distended  loop  has  been  got  well  out 
of  the  abdomen,  it  should  be  packed  all  around  with  abdominal  cloths, 
a dish  placed  beneath  the  most  prominent  portion  of  the  loop  and  a small 
incision  made  into  it  so  as  to  completely  evacuate  the  contents.  It  is  then 
possible  to  manipulate  it  properly.  After  the  loop  has  been  emptied,  the 
small  hole  should  be  cleansed  and  sutured  before  proceeding  further  with 
the  operation.  It  is  seldom  that  the  colon  above  is  so  distended  as  to 
interfere  with  the  subsequent  steps  of  the  operation,  but  if  so  it  should  be 
brought  out  over  the  side  of  the  abdomen  and  its  contents  evacuated  in 
turn ; but  this  should  be  avoided  if  possible,  as  it  is  a difficult  matter  to  get 
the  colon  well  out  of  the  abdomen. 

When  the  twisted  loop  has  been  evacuated,  it  is  carefully  examined  to 
see  in  what  direction  the  twist  is,  whether  from  right  to  left  or  vice  versa, 
and  whether  the  loop  is  twisted  around  itself  or  whether  one  coil  of  intestine 
is  twisted  around  another.  In  order  to  untwist  it,  the  whole  mass  should 
be  grasped  between  the  surgeon’s  two  hands  and  rotated  bodily  in  the 
opposite  direction  to  that  in  which  the  volvulus  has  occurred.  If  the  twist 
be  of  recent  date,  the  lumen  of  the  bowel  is  at  once  restored,  and  there 
is  no  great  risk  of  recurrence.  When,  however,  it  has  lasted  for  several 
hours,  the  tissues  around  the  neck  of  the  volvulus  are  much  infiltrated 
with  lymph  and  not  only  is  the  unwinding  very  difficult  and  unsatisfactory, 
but  the  coil  is  apt  to  re-wind  again  as  soon  as  the  pressure  is  released. 
Should  this  be  so,  it  is  advisable  to  stitch  the  meso-sigmoid  to  the  abdominal 
wall  or  to  the  iliac  fascia.  The  stitches  must  not  be  introduced  through 
the  bowel  wall  as  they  might  easily  tear  through  and  lead  to  perforation. 
If  any  reinforcement  of  those  in  the  meso-sigmoid  be  required,  the  loop 
may  be  moored  by  the  appendices  epiploicae. 

Should  it  be  impossible  to  untwist  the  volvulus,  or  should  the  mass  be 
gangrenous,  the  outlook  is  excessively  grave,  for  the  surgeon  has  no  alter- 
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native  but  to  resect  the  entire  mass — a procedure  which  is  generally  more 
severe  than  the  patient  can  stand.  To  form  an  artificial  anus  in  the  loop 
does  no  good,  because  the  affection  is  left  untouched  and  the  gangrene  will 
proceed  uninterruptedly.  Where,  however,  the  patient  cannot  possibly  stand 
the  necessary  resection,  it  may  possibly  suffice  to  make  an  artificial  anus 
both  in  the  involved  loop  and  also  into  the  colon  above  by  the  aid  of 
Paul’s  tubes  (see  p.  327).  This,  however,  is  a desperate  remedy,  and 
is  only  to  be  adopted  when  it  is  absolutely  impossible  to  do  anything 
else. 


CHAPTER  XVIII. 


INTUSSUSCEPTION  : OBSTRUCTION  AFTER  LAPAROTOMY. 

ACUTE  INTUSSUSCEPTION. 

Intussusception  is  a very  common  form  of  intestinal  obstruction  of  which 
it  forms  more  than  a third  of  the  cases.  It  is  by  far  the  most  common 
form  of  obstruction  in  children,  and  is  almost  the  only  one  met  with  in 
infants.  In  it  a portion  of  the  bowel  becomes  invaginated  into  the  gut 
below,  so  that  the  intestinal  canal  is  doubled  upon  itself  and  consists  of 
three  layers,  the  upper  one  being  inverted  into  and  encased  by  the  lower. 
This  occurs  most  frequently  at  the  ileo-csecal  valve  and  in  nearly  one  half 
the  cases  is  formed  by  the  lower  end  of  the  ileum  passing  into  the  caecum, 
the  apex  of  the  invaginated  portion  being  the  ileo-caecal  valve.  This  form 
is  called  the  ileo-cacal  intussusception.  The  next  most  common  form  is 
the  etiieric,  in  which  one  part  of  the  small  intestine,  generally  the  jejunum, 
is  projected  into  the  part  below.  Much  more  rare  than  this  are  the  colic 
intussusceptions,  where  one  portion  of  the  large  intestine  is  received  into 
another.  This  is  most  common  about  the  sigmoid  flexure  and  upper  end 
of  the  rectum.  The  rarest  form  of  all  is  the  ileo-colic^  in  which  the  ileum 
passes  through  the  ileo-csecal  valve  and  projects  into  the  colon.  There 
are  other  excessively  rare  forms  which  do  not  require  mention  here. 

CAUSES. — Intussusception  is  due  to  various  causes,  the  chief  of  which 
is  probably  irregular  contraction  of  the  intestine.  In  infants  the  affection 
is  usually  preceded  by  some  intestinal  disturbance  such  as  diarrhoea  and, 
owing  to  irregular  contraction  of  the  bowel,  a portion  of  the  contracted  intes- 
tine passes  into  the  lumen  of  the  bowel  immediately  below.  As  a matter  of 
fact  it  is  not  so  much  a projection  of  a contracted  portion  of  intestine  into  that 
below  as  what  has  been  spoken  of  as  a swallowing  of  the  contracted  bowel, 
that  is  to  say,  it  is  not  a passive  pushing  down  of  a narrowed  portion  into  a 
wider  one  but  an  active  taking-in  of  the  former  into  the  latter.  The  actual 
exciting  cau.se  varies.  Sometimes  it  is  irregular  contraction  associated  with 
diarrhoea ; it  may  also  be  brought  about  by  foreign  bodies  or  the  presence  of 
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growths  on  the  wall  of  the  intestine,  particularly  the  polypoid  forms  which, 
hanging  into  the  bowel,  lead  to  irritation  and  irregular  contraction  so  that  the 
polypus  is  dragged  down  and  pulls  the  bowel  after  it.  Small  cancers  have  in 
this  way  formed  the  apex  of  an  intussusception  which  has  even  protruded  from 
the  anus. 

PATHOLOGICAL  CHANGES.  — It  is  important  to  note  that  the  apex 
of  an  intussusception  is  a constant  point.  The  increase  in  length  of  the 
tumour  is  obtained  at  the  expense  of  the  lower  portion,  which  becomes  more 
and  more  invaginated;  as  the  apex  travels  on,  it  causes  reflection  of  an  increas- 
ing portion  of  the  receiving  layer.  An  intussusception  is  always  described  as 
consisting  of  three  parts,  the  intussusceptum,  or  the  part  drawn  in  ; the  intus- 
suscipiens,  or  the  receiving  layer ; and  the  reflected  portion,  or  the  part 
of  the  intussuscipiens  which  is  bent  upon  itself.  Thus,  counting  from  without 
inwards,  there  are  three  complete  thicknesses  of  the  bowel  wall  concerned  in 
any  case  of  intussusception  ; namely,  the  outer  wall  of  the  intussuscipiens,  the 
inner  or  reflected  layer  of  the  latter,  and  the  intussusceptum. 

A very  important  anatomical  point  arises  in  connection  with  the  presence 
of  the  mesentery.  As  the  intussusceptum  travels  further  along,  the  mesentery 
becomes  more  and  more  constricted  as  it  passes  over  the  neck  of  the  intus- 
suscipiens, and  steadily  increasing  interference  with  the  circulation  in  the 
included  loop  takes  place,  while,  owing  to  the  pull  upon  the  mesentery,  there 
is  an  alteration  in  the  direction  of  the  intestinal  tube  and  the  calibre  of  the 
intussusceptum.  The  vessels  in  the  mesentery  being  constricted,  the  intus- 
susceptum and  the  reflected  layer  become  oedematous  and  swollen,  and  if 
the  constriction  at  the  neck  of  the  intussuscipiens  be  tight,  the  circulation  in 
the  intussusceptum  may  become  entirely  arrested.  The  result  of  this  is 
haemorrhage  into  the  intestine  and  inflammation  of  the  mucous  membrane, 
which  give  rise  to  the  chief  symptoms  of  intussusception,  namely,  the  passage 
of  mucus  and  blood.  When  the  constriction  is  very  tight,  the  interference 
with  the  circulation  may  be  so  severe  as  to  cause  gangrene,  and  in  the  great 
majority  of  cases  this  occurs  in  from  four  to  five  days  and  usually  involves  the 
whole  length  of  the  intussusceptum. 

Another  effect  of  the  presence  of  the  mesentery  is  obstruction  to  the 
passage  of  intestinal  contents  through  the  intussusceptum.  In  the  early  stages, 
before  much  swelling  or  alteration  in  the  direction  of  the  canal  occurs,  the 
liquid  contents  may  pass  on.  As  the  swelling  becomes  more  intense  the 
obstruction  becomes  greater,  and  this  is  increased  by  the  fact  that,  as  the 
intussusceptum  increases  in  size,  it  curves  towards  the  mesenteric  border  until 
finally  its  apex  becomes  more  or  less  firmly  pressed  against  the  wall  of  the 
intussuscipiens  and  a mechanical  blockage  is  added  to  that  produced  by  the 
swelling.  Further,  the  pull  of  the  mesentery  causes  the  opening  of  the  apex 
of  the  intussusceptum  to  become  changed  from  a round  hole  to  a elongated 
slit  which  still  further  increases  the  obstruction. 

When  this  obstruction  is  thoroughly  established  there  is  no  passage  of  the 
intestinal  contents  from  above  the  seat  of  mischief  although  the  patient’s 
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bowels  may  be  acting  freely;  all  that  is  passed  is  a large  quantity  of  mucus 
and  blood  derived  from  the  inflamed  bowel  in  the  vicinity  and  the  engorged 
vessels  of  the  intussusceptum.  This  swelling  of  the  intussusceptum  due  to 
the  interference  with  the  blood-supply  forms  one  of  the  chief  obstacles 
to  the  reduction  of  the  intussusception.  The  intussusceptum  soon  becomes 
so  swollen  that  it  cannot  be  got  out  of  the  intussuscipiens  without  considerable 
force,  and  attempts  to  reduce  it  in  its  swollen  condition  may,  and  very  often 
do,  readily  lead  to  cracks  in  the  wall  of  the  intussuscipiens,  which  may 
sometimes  even  involve  all  the  coats  and  which  certainly  involve  the  peritoneal 
coat  extensively. 

Among  the  other  changes  which  occur  as  the  result  of  this  condition 
is  an  adhesive  peritonitis  between  the  opposed  peritoneal  coats  of  the 
intestine.  Peritonitis  occurs  between  the  reflected  layer  of  the  intussus- 
cipiens and  the  wall  of  the  intussusceptum,  provided  always  that  the  latter 
be  still  alive ; if  it  be  gangrenous,  no  peritonitic  adhesions  form  between 
it  and  the  ensheathing  layer  except  at  the  neck  of  the  intussuscipiens 
where  the  two  layers  of  the  intestine  become  matted  together.  The  occur- 
rence of  peritonitis  at  the  neck  of  the  tumour  has  a twofold  result.  While 
on  the  one  hand  it  forms  a certain  obstacle  to  reduction,  although  the 
importance  of  this  is  probably  much  exaggerated,  on  the  other  hand  it  is 
Nature’s  protection  to  the  patient,  because,  if  firm  peritoneal  adhesions 
occur  around  the  neck,  he  may  live  until  the  gangrenous  intussusceptum 
has  separated  and  the  continuity  of  the  bowel  may  thus  be  restored  without 
any  perforation  having  taken  place  into  the  peritoneal  cavity. 

SYMPTOMS  . — The  symptoms  to  which  this  condition  give  rise  are 
briefly  those  of  acute  intestinal  obstruction,  to  which  are  super-added  others 
so  distinctive  that  an  intussusception  can  generally  be  diagnosed  from  the 
other  forms  of  acute  intestinal  obstruction.  The  onset  is  generally  rapid 
and  accompanied  by  collapse  and  vomiting  and  the  other  general  symptoms 
of  acute  intestinal  obstruction  already  detailed  (see  p.  314).  The  distmctive 
sympionis  are  constant  tenesmus,  which  is  especially  marked  when  the 
intussusception  is  of  the  colic  variety,  or  when  an  ileo-csecal  intussusception 
has  reached  the  rectum ; there  is  a constant  desire  for  the  bowels  to  act 
and  this  is  not,  as  in  other  cases  of  intestinal  obstruction,  fruitless  but 
is  accompanied  by  the  passage  of  mucus  tinged  with  blood  and  sometimes 
with  a certain  amount  of  fecal  matter.  An  abdominal  tumour  soon  forms 
which  takes  a sausage-shape  and  which  is  most  commonly  found  in  the 
right  iliac  region  ; it  is  not  always  easily  made  out,  even  when  the  patient 
is  under  an  aneesthetic,  because  it  sometimes  passes  up  under  the  ribs 
and  may  be  entirely  concealed  there.  Usually  however  it  can  be  felt, 
at  any  rate  in  the  early  stages,  under  an  anaesthetic.  It  varies  somewhat 
in  consistence  and  it  can  often  be  noted  that  the  tumour  either  changes 
its  position  or  alters  its  shape. 

These  symptoms  serve  to  diagnose  the  condition  from  other  forms  of 
intestinal  obstruction,  and  besides  this  the  age  of  the  patient  is  an  important 
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element;  acute  intestinal  obstruction  in  infancy  without  an  external  hernia 
is  practically  always  due  to  intussusception. 

RESULTS  . — Acute  intussusception  is  very  fatal  in  young  children  and 
usually  causes  death  in  three  or  four  days.  Occasionally,  especially  in 
older  subjects,  it  may  be  followed  by  recovery  which  ensues  as  a result 
of  gangrene  of  the  intussusceptum  accompanied  by  soldering  of  the  neck 
of  the  intussuscipiens  to  the  intestine  above.  These  cases  are  usually 
followed  at  a later  date  by  annular  constriction  of  the  bowel  and  symptoms 
of  chronic  intestinal  obstruction. 

Spontaneous  reduction  of  the  intussusception  is  very  rare,  although  some 
hold  that  it  can  readily  occur.  The  period  at  which  the.  intussusception 
can  be  easily  reduced  is  usually  very  short,  as  a constriction  of  the  mesenteric 
vessels  of  comparatively  slight  duration  leads  to  so  much  oedematous  swelling 
of  the  intussusceptum  that  its  reduction  is  rendered  difficult.  This  to  some 
extent  depends  upon  the  anatomical  form  present,  and  is  most  rapid  in 
the  ileo-colic  form  in  which  the  ileo-csecal  valve  grips  the  small  intestine 
extremely  tightly  and  leads  to  rapid  and  complete  strangulation. 

TREATMENT. — The  only  form  of  treatment  admissible  is  reduction 
of  the  intussusception  immediately  the  diagnosis  is  made.  The  case  cannot 
be  watched,  the  surgeon  is  not  justified  in  hoping  for  spontaneous  recovery 
and  the  sooner  active  steps  are  taken  the  better.  There  are  two  forms 
of  treatment  which  aim  at  reducing  the  intussusception,  which  may  be 
termed  the  operative  and  the  non-operative. 

In  the  non-operative  treatment  an  attempt  is  made  to  force  back  the 
intussusceptum  from  below  by  injecting  air  or  fluids  of  various  kinds  into 
the  bowel  so  as  to  distend  it  and  exert  pressure  on  the  apex  of  the 
intussusceptum  and  to  force  it  out  of  the  intussuscipiens.  The  operative 
measures  consist  in  opening  the  abdomen,  exposing  the  tumour  and  squeezing 
the  intussusceptum  out  of  its  sheath. 

Non-operative  measures. — Up  till  comparatively  recently  the  classical 
method  of  reducing  or  attempting  to  reduce  intussusceptions  was  by  in- 
jections from  the  lower  bowel,  and  a number  of  cases  recover  by  this 
method,  especially  if  the  attempt  be  made  quite  early,  that  is  to  say  within 
the  first  few  hours  after  the  onset  of  the  affection.  There  are  however 
a number  of  objections  to  the  method.  We  may  summarise  the  chief 
objections  as  follows  : 

1.  It  is  only  useful  within  the  first  twelve  hours  and,  if  the  surgeon 
places  much  reliance  on  the  method,  he  may  be  led  to  try  it  long  after 
the  time  for  its  success  has  passed. 

2.  Even  under  the  most  favourable  circumstances,  namely,  when  applied 
immediately  after  the  intussusception  has  occurred,  the  method  does  not 
succeed  in  anything  like  half  the  number  of  cases. 

3.  The  point  of  greatest  importance  is  that  there  is  very  great  un- 
certainty as  to  whether  the  method  has  succeeded  in  any  given  case  and 
several  hours  must  elapse  before  this  fact  can  be  definitely  ascertained  ; 
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■ that  is  to  say,  the  surgeon  may  conclude  at  the  time  of  the  operation  that 
the  tumour  has  completely  disappeared  and  yet,  soon  after  the  patient’s 
recovery  from  the  antesthetic,  the  symptoms  may  set  in  anew  and  thus 
valuable  time  may  be  lost. 

4.  The  patient  is  exposed  to  a double  shock  when  the  method  fails, 
because  the  distension  of  the  bowel  is  not  unaccompanied  by  shock 
and,  if  it  fail,  the  extra  shock  caused  by  the  necessary  laparotomy  is 
likely  to  prove  fatal. 

5.  The  method  is  absolutely  of  no  use  in  the  true  enteric  form  or  in 
the  ileo-colic  varieties  and  it  is  not  always  possible  to  diagnose  which 
variety  has  to  be  dealt  with. 

6.  The  method  in  careless  hands  may  actually  kill  the  patient  from 
rupture  of  the  bowel. 

Operative  measures. — -Hence,  in  our  opinion,  it  is  much  better, 
when  leave  can  be  obtained,  to  proceed  at  once  to  perform  a laparotomy. 
It  is  not  necessary  to  make  a large  opening  because  the  laparotomy  may 
be  combined  with  distension  of  the  bowel,  and  may  be  employed  more  for 
the  purpose  of  ascertaining  that  a complete  reduction  of  the  intussusception 
has  been  obtained  than  as  a means  of  actually  reducing  it. 

Combined  laparotomy  and  injection. — In  the  first  instance  an 
incision  is  made  into  the  abdominal  wall  just  large  enough  to  admit  one 
or  two  fingers.  The  seat  of  this  incision  will  vary.  If  the  position  of  the 
intussusception  be  easily  made  out,  it  is  best  made  towards  the  neck  of 
the  tumour,  and,  as  quite  half  the  cases  are  ileo-caecal  in  character,  the 
incision  will  be  in  the  csecal  region.  When  the  seat  of  the  intussusception 
is  not  so  well  marked,  it  will  perhaps  on  the  whole  be  better  to  make 
the  incision  in  the  middle  line  just  below  the  umbilicus. 

When  the  intussusception  appears  to  be  ileo-csecal  in  type,  the  incision 
is  made  about  the  level  of  the  anterior  superior  spine,  very  much  as  for 
removal  of  the  appendix.  It  should  be  made  outside  the  linea  semilunaris 
with  its  centre  opposite  the  anterior  superior  iliac  spine,  and  the  abdominal 
muscles  should  be  split  as  already  described  (see  p.  188).  When  the 
peritoneum  is  opened,  one  or  two  fingers  should  be  introduced,  the  lump 
felt  for  and  the  finger  hooked  round  it.  This  is  often  facilitated  by  push- 
ing down  the  lump  into  the  neighbourhood  of  the  opening  by  the  hand 
upon  the  abdominal  wall  outside.  The  exact  character  of  the  intussusception 
may  often  be  ascertained  by  the  touch  and,  if  the  finger  can  reach  to  the 
lower  end  of  the  intussusception,  it  is  often  possible,  by  gently  pressing 
the  tumour  against  the  abdominal  wall  with  a couple  of  fingers,  to  gradually 
squeeze  the  intussusceptum  out ; if  this  can  be  done  there  is  no  need 
for  inflation  of  the  bowel  or  any  further  enlargement  of  the  wound.  Gentle 
pressure  exercised  from  the  lower  part  upwards  may  succeed  in  expressing 
the  intussusceptum  in  early  cases  when  marked  changes  have  not  occurred. 
If  the  intussusception  yields  in  this  manner  and  reduction  is  complete, 
it  is  easily  ascertained  by  hooking  out  the  ctecum  with  one  finger.  In 
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doing  this  the  surgeon  must  be  very  careful  not  to  pull  upon  the 
small  intestine  but  to  hook  out  the  bowel  by  pulling  upon  the  colon 
below  the  seat  of  intussusception ; if  the  intussusceptum  be  pulled  upon, 
the  coats  of  the  intestine  may  be  torn.  When  reduction  is  not  quite 
complete  it  can  be  readily  effected  by  grasping  the  small  lump  that  is 
left  in  the  hand  and  making  gradual  pressure  ori  it  through  the  caecum 
so  as  to  squeeze  out  the  ileo-caecal  valve.  In  no  case  should  any  attempt 
be  made  to  reduce  it  by  pulling  upon  the  intussusceptum. 

If  this  gentle  compression  against  the  abdominal  wall  does  not  effect  the 
reduction  it  is  well,  instead  of  at  once  enlarging  the  abdominal  wound,  to 
distend  the  large  intestine,  and  to  see  how  far  moderate  pressure  will  reduce 
the  intussusception.  The  distension  of  the  bowel  may  be  effected  with  air 
or  with  fluid,  of  which  the  latter  is  probably  the  better,  as  it  is  on  the  whole 
more  under  control.  The  fluid  employed  should  be  hot  milk,  which  has  the 
advantage  that  it  leaves  a nutrient  material  in  the  bowel  which  may  help  to 
overcome  the  shock.  It  should  be  introduced  into  the  bowel  by  mere  hydro- 


static pressure  and  should  never  be  forced  in  by  a pump ; the  introduction 
should  be  very  gradual,  so  as  to  allow  the  fluid  to  find  its  way  up  along  the 
colon.  The  nozzle  of  an  enema  syringe  or  a vaginal  tube  is  attached  by  at 
least  three  feet  of  india-rubber  tubing  to  a funnel,  and  the  fluid  is  poured 
into  it,  the  funnel  being  elevated  about  three  feet  above  the  level  of  the  body.^ 
The  tube  should  be  passed  several  inches  up  the  rectum  if  possible,  and 
wool  should  be  packed  tightly  around  the  tube  and  the  buttocks  firmly 
pressed  together ; the  latter  should  also  be  raised  upon  a pillow  so  as  to 
facilitate  the  passage  of  the  fluid  by  gravity.  A special  insufflator  has  been 
introduced  by  Mr.  Lund  (see  Fig.  97)  to  completely  block  the  anal  orifice 
and  prevent  regurgitation.  The  funnel  and  the  tube  should  be  filled  with 
milk  before  the  nozzle  is  introduced  into  the  anus  in  order  to  expel  all  air 
before  introduction,  and  a clamp  is  arranged  on  the  tube  so  as  to  regulate 
the  flow.  The  amount  of  fluid  introduced  will  depend  upon  the  age  of  the 
patient.  According  to  D’Arcy  Power,  the  capacity  of  the  colon  varies  from 

^ This  part  of  the  procedure  must  be  carried  out  by  an  assistant  who  takes  no  part  in  the 
laparotomy. 
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ten  ounces  in  a male  child  of  five  months  to  a pint  or  more  in  a child  a 
year  old. 

The  fluid  should  be  introduced  very  slowly,  and  probably  ten  minutes  or  a 
quarter  of  an  hour  will  elapse  before  any  distinct  effect  upon  the  intussuscep- 
tion is  noted.  The  finger  in  the  abdomen  will  appreciate  the  gradual 
distension  of  the  colon  'with  fluid,  and  reduction  may  be  facilitated  by 
gentle  pressure  on  the  lower  end  of  the  intussusceptum  by  the  fingers 
in  the  abdomen,  and,  if  the  intussusception  be  felt  to  yield,  this  pressure 
should  be  kept  up  until  reduction  is  complete  or  until  further  yielding 
ceases. 

In  the  former  event  nothing  further  is  required  except  to  close  the 
abdominal  wound  but,  should  reduction  be  incomplete,  the  fluid  is  allowed 
to  escape  from  the  bowel  and  the  operation  is  completed  either  by  hook- 
ing out  the  remains  of  the  intussusception  through  the  opening,  or,  if 
necessary,  enlarging  the  latter  upwards  so  as  to  permit  of  freer  manipulation. 
Reduction  is  then  effected  by  squeezing  the  intussusceptum  out  of  the  in- 
tussuscipiens. 

This  so-called  “combined  method”  is  probably  accompanied  by  less  shock 
than  is  reduction  of  the  intussusception  by  laparotomy  alone  but  it  is  only 
useful  in  the  colic  or  ileo-csecal  forms.  Our  experience  of  the  procedure 
is  that  it  is  accompanied  by  remarkably  little  shock,  and  we  attach  consider- 
able importance  to  the  gentleness  and  slowness  with  which  the  attempt  to 
reduce  the  invagination  is  carried  out.  This  is  particularly  the  case  with 
regard  to  the  gradual  injection  of  the  fluid ; at  least  a quarter  of  an  hour 
should  be  employed  in  injecting  the  fluid  into  the  bowel,  and  another  five 
minutes  should  be  allowed  for  the  pressure  to  take  effect  before  any  attempt 
is  made  to  hook  the  intussusception  out. 

After-treatnmit. — When  reduction  is  complete,  the  wound  is  sewn  up 
in  the  usual  manner,  and  the  various  measures  suitable  for  severe  shock 
(see  p.  177)  are  employed.  In  these  cases,  unlike  those  of  acute  intestinal 
obstruction  in  general,  opium  is  extremely  beneficial.  The  dose  and 
method  of  administration  will  vary  largely  with  the  age  of  the  patient ; 
the  important  point  is  to  secure  the  sedative  action  of  the  drug  upon  the 
peristaltic  movements  of  the  intestine. 

Laparotomy  alone. — The  chances  of  success  by  the  combined 
method  described  above  are  restricted  within  somewhat  narrow  limits. 
Although  by  far  the  most  valuable  method  in  early  cases,  it  is  not  likely 
to  succeed  after  about  twelve  hours  have  elapsed  since  the  occurrence 
of  the  intussusception,  although  it  is  impossible  to  lay  down  any  definite 
rule  upon  this  point  as  the  conditions  vary  so  greatly.  In  all  probability 
however  the  intussusceptum  will  be  so  swollen  and  such  considerable 
adhesions  will  have  formed  about  the  neck  after  that  time  that  the  chances 
of  reducing  it  by  pressure  from  within  the  bowel  are  very  slight.  There- 
fore in  these  cases  more  summary  measures  must  be  adopted  and  their 
nature  will  depend  upon  the  conditions  found ; an  immediate  laparo- 
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tomy  must  be  done,  which  should  by  preference  be  close  to  the  middle 
line  (see  p.  i88)  because  a fairly  considerable  incision  must  be  made, 
the  hand  must  be  introduced  and  the  intussusception  brought  out  of  the 
abdominal  wound.  No  doubt  it  is  difificult  to  bring  an  intussusception 
chiefly  involving  the  ascending  colon  out  of  a median  abdominal  in- 
cision unless  the  latter  be  made  of  extra  large  size  and  be  firmly 
retracted  to  the  right  side,  but  on  the  whole  we  prefer  a median  incision 
as  being  most  suitable  for  the  majority  of  cases ; if  it  should  be  found 
necessary  to  add  a lateral  incision  at  a later  stage,  the  extra  shock  is  not 
really  great.  When  the  abdomen  has  been  opened  the  intestines  should 
be  packed  over  to  the  side  opposite  that  on  which  the  intussusception 
has  occurred  with  abdominal  cloths. 

If  the  case  be  of  the  ileo-Ccecal  form  the  intestines  are  packed  over 
to  the  left  side  and  the  tumour  is  brought  into  view.  The  left  hand 
should  then  grasp  the  swelling  and,  after  forcible  retraction  of  the  right 
side  of  the  abdominal  incision,  the  surgeon  endeavours  to  ascertain  the 
condition  of  the  neck  of  the  tumour  without  extruding  it  from  the  abdomen 
before  he  proceeds  further.  This  is  very  important  for  two  reasons.  In 
the  first  place,  it  is  essential  to  see  whether  there  be  any  signs  of  gangrene 
at  the  neck — in  which  case  no  attempt  must  be  made  to  reduce  the 
tumour — and  in  the  second  place  it  is  necessary  to  watch  what  happens 
to  the  intussuscipiens  at  the  neck  of  the  tumour — such  as  splitting  of  the 
peritoneal  and  muscular  coats — when  attempts  are  made  to  reduce  it.  On 
no  account  must  efforts  be  made  to  reduce  the  tumour  in  the  dark. 

The  best  and  safest  method  of  reduction  is  to  grasp  the  lower  part 
of  the  swelling  in  the  left  hand  so  that  it  lies  completely  surrounded  in 
the  palm ; then,  by  a very  gentle  squeezing  movement,  the  apex  of  the 
intussusceptum  is  pushed  up,  and  as  it  goes  it  will  unroll  the  intussus- 
cipiens. This  onward  pressure  should  be  very  gentle  and  slow  so  as  to 
avoid  rupture  of  the  coats,  while  it  should  at  the  same  time  be  fairly 
firm  so  as  to  gradually  reduce  the  oedema  at  the  apex  of  the  intussusceptum. 
In  the  great  majority  of  cases  it  will  be  found  that  the  greater  part  of 
the  intussusception  is  reduced  quite  readily  in  this  way ; the  difficulty  is  with 
the  last  part.  A point  is  eventually  reached  at  which  the  intussusceptum 
is  firmly  wedged  into  the  intussuscipiens,  not  so  much  by  adhesions  as  by 
the  swelling  at  the  apex  of  the  former.  The  surgeon  must  on  no 
account  be  tempted  to  try  to  pull  out  the  intussusceptum,  for  that  is  quite 
futile.  The  invagination  cannot  be  more  readily  reduced  thus  than  by 
squeezing  it,  and  there  is  in  addition  the  great  risk  of  tearing  the  neck 
of  the  intussusceptum  which  has  been  constricted  and  which  may  be  on 
the  verge  of  gangrene ; if  it  will  not  squeeze  out  it  will  not  pull  out. 
At  this  stage  the  tumour  can  generally  be  brought  out  of  the  abdomen 
and  packed  around  with  warm  cloths  so  that  the  rest  of  the  operation 
can  be  done  in  the  open.  If  a cautious  continuation  of  the  pressure 
reduces  the  intussusception  well  and  good ; any  slight  splitting  of  the 
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outer  coats  that  accompanies  reduction  can  be  stitched  up  with  a fine 
catgut  suture  (see  p.  213),  the  bowel  dropped  back  and  the  abdomen 
closed. 

At  this  stage  however  the  surgeon  is  often  faced  by  one  of  the 
complications  already  referred  to ; the  intussusception  may  be  either 
irreducible  or  both  irreducible  and  gangrenous.  In  either  case  to  leave 
the  intussusception  untreated  would  lead  to  the  patient’s  death,  and  the 
further  procedure  will  depend  partly  on  which  of  these  conditions  is 
present,  and  partly  on  the  state  of  the  patient. 

When  the  tumour  is  irreducible  but  not  gangrenous. — The  ideal 
treatment  is  to  excise  the  involved  portion  and  practise  an  end-to-end 
anastomosis ; this  however  is  generally  impossible  on  account  of  the 
serious  condition  of  the  patient.  To  excise  the  whole  of  the  affected 
portion,  that  is  to  say,  to  make  one  incision  through  the  bowel  above 
the  neck  of  the  tumour  and  another  below  the  apex  of  the  intussusceptum 
and  to  remove  the  entire  intervening  portion,  is  a procedure  of  the 
greatest  gravity.  Various  other  courses  have  been  suggested  and  apparently 
the  best  and  the  one  that  we  recommend  is  the  operation  devised  by 
Mr.  Barker,  viz.,  local  resection  of  the  intussuscepted  portion  through 
an  incision  in  the  ensheathing  layer. 

Barker’s  operation. — The  following  description  is  from  Mr.  Barker’s 
paper  in  the  British  Medical  Journal.,  1892,  Vol.  II.,  p.  1226  : 

“ About  two  inches  within  the  anus  a mass  projecting  into  the  lumen  of  the  bowel 
was  to  be  felt  with  the  finger.  This  mass  presented  a hard,  nodular  irregular  ring  to 
the  finger,  which  could  he  passed  into  the  centre  as  into  a ragged  os  uteri,  and  round 
the  mass  externally.  The  mucous  membrane  above  the  hard  ring  was  apparently 
healthy  everywhere. 

“ Regarding  the  case  as  one  of  intussusception  of  the  sigmoid  flexure  of  the  colon 
due  to  constriction  of  a malignant  growth,  I proceeded  as  follows.  I first  stretched 
the  anus  widely  with  the  fingers  until  it  was  quite  lax.  The  intussusception  could 
then  be  draw'n  down  until  it  projected  four  or  five  inches  below  the  anus.  A large 
silver  tube  was  then  passed  up  the  central  lumen  about  six  inches  to  relieve  the 
abdominal  distension,  and  gave  exit  to  a large  amount  of  gas.  Then  grasping  the 
mass  with  the  index  finger  passed  up  the  lumen  of  the  bowel  and  the  thumb  externally 
I passed  a stout  .silk  stitch  from  without  inwards,  and  then  from  wdthin  outw’ards 
through  all  the  coats  of  the  intussusception  about  one  inch  above  the  upper  margin  of 
the  growth,  and  tied  it  tightly.  Below  this  the  bowel  was  divided  transversely  for 
a short  distance.  Between  the  serous  surfaces  there  was  no  adhesion,  and  some 
glandula;  epiploicee  projected.  Then  a second  stitch  was  similarly  inserted  to  one  side 
of  the  first,  it  being  quite  clear  that  no  small  intestine  was  seated  between  the  serous 
surfaces.  Then  a second  transverse  cut  was  made  below  the  second  stitch.  Then  a 
third  stitch  and  cut  were  made,  each  time  the  wound  being  examined  for  possible  pro- 
trusion of  small  bowel.  In  this  w’ay  a circle  of  stitches  was  gradually  inserted  all 
round  the  bowel  about  an  inch  above  the  limit  of  the  growth  and  all  the  intussuscep- 
tion below  the  ring  of  suture  was  grtidually  cut  away.  Previous  to  suture  and  section 
the  whole  bowel  and  its  surroundings  had  been  cleansed  thoroughly  with  warm 
sterilised  water.  No  fieces  escaped  during  the  operation,  and  at  the  termination 
of  the  operation  a morphine  suppository  was  inserted  in  the  upper  part  of  the 
bowel.” 
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It  will  be  noticed  that  in  this  case — as  in  a previous  successful  one 
reported  in  the  Aled.-Chir.  Tram.,  Vol.  LXX.,  p.  335,  by  the  same  surgeon 
— the  intussusceptum  was  removed  through  the  anus.  Cases  of  the  kind 
reported  are  rare  and  can  clearly  be  safely  treated  in  this  manner,  but  an 
operation  on  the  same  lines  may  also  be  applied  to  the  more  common 
group  of  cases  with  which  we  are  dealing.  If  a free  vertical  incision  be 
made  through  the  wall  of  the  intussuscipiens  opposite  to  the  mesenteric 
attachment  and  extending  upwards  to  within  an  inch  of  the  neck,  the 
intussusceptum  can  be  drawn  out  through  this  opening  and  dealt  with  as 
Mr.  Barker  dealt  with  the  case  quoted  above.  There  will  be  the  great 
advantage  in  these  cases  that  the  tumour,  which  should  be  reduced  as  far 
as  possible  in  the  first  instance,  can  be  isolated  and  abdominal  clamps 
can  be  applied  so  that  there  is  little  danger  of  soiling  the  peritoneum  and 
none  at  all  of  a coil  of  intestine  being  injured  between  the  intussusceptum 
and  its  sheath.  The  operation  is  much  facilitated  if  a continuous  Lembeit 
suture  be  first  of  all  made  to  unite  the  entering  to  the  ensheathing  layer 
all  round  the  neck  of  the  tumour.  The  intussuscipiens  is  then  incised,  the 
intussusceptum  pulled  out,  the  forefinger  of  the  left  hand  thrust  up  its 
lumen  to  serve  as  a guide  for  the  stout  transfixion  stitches  which  are  to 
unite  all  the  coats  firmly  together  and  which  are  very  quickly  introduced  by 
thrusting  a threaded  naevus  needle  completely  through  the  intussusceptum 
from  side  to  side  as  near  the  neck  as  possible,  hooking  down  the  loop  of  the 
latter  as  it  passes  across  the  lumen  of  the  bowel  (after  unthreading  and 
withdrawing  the  needle),  dividing  the  loop  and  so  making  two  sutures,  each  of 
which  traverse  all  the  coats  of  the  intussusceptum  and  the  reflected  layer  of 
the  sheath.  A second  needle  is  now  passed  in  a similar  manner  but  at 
right  angles  to  the  first,  and  then  the  entire  intussusceptum  is  cut  off 
just  below  the  level  of  the  sutures,  which  are  tied  and  keep  the  two  portions 
of  bowel  firmly  in  apposition.  The  vertical  incision  in  the  intussuscipiens 
is  then  closed  in  the  usual  manner  (see  p.  213)  and  the  clamps  removed. 

When  the  tumour  is  gangrenous. — When  the  strangulated  portion  of 
the  bowel  is  gangrenous  the  condition  is  very  serious  indeed.  Here  Barker's 
operation  is  inadmissible  and  the  ideal,  and  indeed  the  only  feasible, 
method  is  to  excise  the  involved  portion  of  the  intestine  and  either  to  bring 
out  the  ends  after  inserting  Paul’s  tubes  (see  p.  325)  and  make  an 
artificial  anus  or,  if  the  patient  can  stand  it,  to  perform  an  end-to-end 
anastomosis. 

There  is  anoLier  method  which  suggests  itself  and  which  in  one  case 

we  have  carried  out  successfully  where  the  patient  was  not  in  a condition 

to  stand  resection  of  the  bowel ; it  is  to  bring  out  the  loop  of  bowel  above 

the  obstruction  and  make  an  artificial  anus,  while  at  the  same  time  the 

intussusceptum  is  invaginated  a little  further  and  a continuous  catgut 
suture  is  inserted  through  the  sero-muscular  coats  at  this  newly-formed 
neck.  This  procedure  is  of  course  not  very  promising,  but  its  object 
is,  by  the  formation  of  an  artificial  anus,  to  remove  one  of  the  causes  of 
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the  patient’s  death,  namely,  obstruction  and  absorption  of  fecal  material 
and  to  give  time  for  separation  of  the  gangrenous  intussusceptum  without 
perforation  at  the  neck.  The  artificial  anus  can  be  subsequently  closed. 
The  object  of  increasing  the  intussusception  and  applying  the  continuous 
catgut  suture  is  to  avoid  perforation  at  the  neck  of  the  intussusceptum 
when  separation  takes  place  by  obtaining  union  between  more  healthy 
portions  of  bowel.  We  did  this  in  one  case  where  the  patient  was  almost 
in  extremis  and  where  nothing  else  could  be  thought  of ; in  the  course 
of  a few  days  a large  intussusceptum  was  passed  per  rectum  and  the 
patient  recovered.  It  is  however  not  a method  that  should  be  resorted 
to  where  there  is  any  likelihood  of  the  patient  surviving  a more  thorough 
procedure. 


CHRONIC  INTUSSUSCEPTION. 

Occasionally  an  intussusception  occurs  comparatively  slowly,  and  for 
various  reasons,  e.g.  excessive  length  of  the  mesentery,  the  constriction  of  the 
intussuscepted  portion  may  not  be  as  great  as  usual.  These  cases  also  belong 
to  the  true  intermediate  group  between  the  acute  and  chronic  forms  of 
intestinal  obstruction. 

, The  diagnosis  is  extremely  difficult  and  in  many  instances  the  condition 
is  not  made  out  until  the  abdomen  is  opened.  Sometimes  the  symptoms 
are  acute  at  first  and  then  become  chronic,  but  in  the  majority  of  cases  they 
come  on  quite  slowly  and,  beyond  the  ordinary  symptoms  of  incomplete 
obstruction,  the  surgeon  has  comparatively  little  to  guide  him.  Of  course, 
should  the  trouble  have  been  acute  at  the  onset,  there  will  be  the  symptoms 
of  acute  intussusception  subsiding  considerably  and  leaving  signs  of  chronic 
obstruction ; even  here  there  may  be  a doubt  as  to  whether  the  symptoms  are 
due  to  a continuance  of  the  intussusception  or  to  adhesions  left  by  the  former 
trouble.  The  presence  of  a tumour  can  be  made  out  in  a good  proportion  of 
the  cases  but  even  this  may  be  hard  to  distinguish  from  other  abdominal 
swellings,  particularly  those  found  in  tuberculous  peritonitis.  As  a rule  there 
is  no  continued  bleeding  from  the  intussusceptum  such  as  gives  rise  to  the 
characteristic  stools  in  the  acute  form.  Occasionally  the  diagnosis  is  made  by 
feeling  the  apex  of  the  intussusceptum  in  the  rectum,  or  even  by  seeing  it 
protruded  from  the  anus.  In  many  cases  the  abdomen  will  be  opened  because 
the  patient  suffers  from  chronic  obstruction  and  the  diagnosis  of  intussuscep- 
tion will  only  then  be  made. 

Treatment. — Palliative. — If  immediate  operation  be  not  decided  upon, 
either  because  the  symptoms  are  not  urgent  and  the  surgeon  is  not  sure 
of  their  cause,  or  because  the  patient  wishes  to  wait  before  an  exploration  is 
undertaken,  careful  dieting  is  very  important.  Only  fluids, — peptonised  milk, 
meat-juice,  etc.,  — should  be  given  by  the  mouth  and  this  should  be  reinforced 
by  rectal  feeding,  except  in  cases  of  an  intussusception  which  comes  down 
into  the  rectum  and  is  accompanied  by  marked  tenesmus.  Simple  enemata 
may  be  given  in  order  to  promote  the  action  of  the  bowels,  but  no  strong 
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purgatives  should  be  administered  ; small  doses  of  salines  at  the  most  may  be 
given  as  laxatives.  If  there  be  much  pain,  opium  or  opium  and  belladonna 
may  be  used.  But  if  the  case  be  one  of  chronic  intussusception  the  affection 
is  not  likely  to  subside  spontaneously  and  operative  measures  should  be 
undertaken  early. 

Operative. — As  a rule  there  is  no  firm  adhesion  between  the  intus- 
susceptum  and  the  intussuscipiens  and  much  of  the  invagination  may 
frequently  be  undone  by  simple  pressure.  The  actual  apex  of  the  intussuscep- 
tion, however,  will  not  come  out  as  a rule  and  either  Barker’s  operation 
(see  p.  339)  or  resection  of  the  irreducible  portion  of  the  intussusceptum  must 
be  undertaken  ; of  these.  Barker’s  operation  will  be  the  more  useful  as  a rule. 


OBSTRUCTION  DUE  TO  ADHESIONS  AFTER  LAPAROTOMY. 

Intestinal  obstruction  occurring  after  abdominal  operations,  particularly 
those  in  the  pelvis,  is  an  accident  that  must  always  be  borne  in  mind.  The 
cases  are  intermediate  between  the  acute  and  chronic  forms  as  regards 
the  violence  and  rapidity  of  the  symptoms,  but  really  belong  to  the  acute 
form  as  regards  their  pathology,  and  they  therefore  form  a true  intermediate 
group  between  the  two.  The  course  of  events  in  this  form  of  obstruction 
is  as  follows : for  the  first  day  or  two  the  patient  apparently  does  well, 
but  then  begins  to  suffer  from  flatulence,  distension,  sickness,  and  frequent 
colicky  pains.  At  first  the  bowels  may  act  and  flatus  may  be  passed, 
especially  after  the  employment  of  enemata,  but  the  obstruction  rapidly 
increases  and  ultimately  becomes  complete  and,  unless  relieved,  the  patient 
will  die.  The  condition  is  usually  at  its  worst  within  five  or  six  days  after 
the  operation,  but  complete  obstruction  may  sometimes  be  delayed  somewhat 
longer. 

The  explanation  of  this  set  of  phenomena  is  that  a coil  of  intestine 
becomes  adherent  to  the  raw  surface  left  in  the  abdomen  and,  as  the  parts 
retract,  becomes  pulled  upon,  and  to  some  extent  kinked.  The  result  is 
dilatation  of  the  bowel  above  with  flatus,  and  thus  the  kink  is  increased 
until  ultimately  the  obstruction  becomes  complete. 

Treatment. — The  treatment  must  be  prompt,  otherwise  the  patient  will 
die  worn  out  by  the  pain  and  vomiting  and  poisoned  by  the  decomposing 
contents  of  the  intestine  above  the  obstruction. 

Prophylactic. — The  frequency  of  this  accident  in  the  early  days  of 
intra-abdominal  operations,  such  as  ovariotomy  and  hysterectomy,  has  led 
to  various  improvements  in  the  technique  designed  to  avoid  it;  these  essen- 
tially consist  in  the  formation  of  peritoneal  flaps  which  are  stitched  over 
the  raw  surface  of  the  pedicle. 

Palliative.  — The  occurrence  of  distension,  colicky  pains  and  vomiting 
after  laparotomy  should  always  engage  the  surgeon’s  most  serious  attention, 
and  although  it  may  not  be  necessary  to  re-open  the  abdomen  on  the  first, 
appearance  of  the  symptoms,  this  must  be  done  unhesitatingly  and  without 
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delay  if  they  continue  or  get  worse.  It  may  happen  that  the  kinking  is 
not  great,  that  the  adhesion  is  slight,  and  may  stretch,  and  that  the  con- 
dition may  be  recovered  from ; unless,  however,  improvement  be  evident  in 
two  or  three  days,  it  is  well  to  operate. 

Immediately  the  symptoms  occur,  etmnata  containing  turpentine  must 
be  administered  to  promote  active  peristalsis,  and  so  possibly  to  detach 
the  bowel ; a saline  purge  should  also  be  given.  No  food  should  be 
given  by  mouth,  as  it  increases  the  abdominal  distension ; salol  in  ten- 
grain  doses  may  be  given  by  the  mouth  with  the  object  of  diminishing 
decomposition  of  the  intestinal  contents.  The  position  of  the  patient 
should  be  arranged  so  as  to  produce  a certain  amount  of  dragging  on  the 
attached  coil ; thus,  when  the  accident  occurs  after  a pelvic  operation,  the 
buttocks  should  be  raised  and  the  patient  placed  in  a modified  Trendelenburg 
position.  Feeding  should  be  entirely  rectal  (see  p.  234),  and  opium  must 
be  rigorously  avoided.  Belladonna  may  be  given,  as  it  soothes  pain  and 
promotes  peristalsis ; it  may  be  usefully  combined  with  strychnine. 

With  regard  to  the  question  of  early  operative  intervention,  it  is  important 
to  remember  that  the  adhesive  material  is  quite  soft  during  the  first  few 
days,  and  that  the  bowel  can  then  be  easily  detached ; whereas  if  several 
days  be  allowed  to  elapse,  organisation  of  the  adhesions  occurs  and  renders 
detachment  of  the  bowel  very  difficult  and  accompanied  by  a definite  risk 
of  tearing  its  wall.  Hence,  however  reluctant  the  surgeon  may  be  to  re-open 
an  abdominal  incision  if  it  can  possibly  be  avoided,  he  must  not  delay 
the  operation  too  long. 

Operative. — Should  the  symptoms  increase  in  intensity,  or  should 
the  obstruction  become  absolute,  the  surgeon  must  no  longer  delay  opening 
the  abdomen  ; the  incision  already  made  should  be  simply  re-opened,  while 
the  patient  is  in  such  a position  that  the  intestines  will  fall  away  from  the 
site  of  adhesion,  e.g.  in  the  Trendelenburg  position  after  pelvic  operations. 
The  edges  of  the  wound  should  be  widely  retracted,  because  it  is  most 
important  to  see  exactly  what  one  is  doing,  in  order  to  avoid  tearing 
the  softened  bowel  wall  while  detaching  it.  The  intestines  are  carefully 
kept  out  of  the  way  with  abdominal  cloths  or  Maunsell’s  retractor  (see 
Fig.  66),  and  the  former  are  packed  round  the  operation  area  in  case 
the  bowel  wall  is  damaged.  As  a rule,  separation  of  the  adherent  bowel 
is  easily  effected  within  the  first  few  days,  but  it  must  be  done  carefully 
and  methodically  ; above  all  the  gut  must  not  be  pulled  upon,  for  it  is 
not  only  adherent,  but  softened  by  the  inflammatory  changes,  and  will 
readily  tear.  The  best  way  of  effecting  the  separation  is  to  press  the 
stump  to  which  the  bowel  is  adherent  away  from  the  latter  with  the  finger, 
and  to  gradually  insinuate  the  finger  through  the  lymph. 

When  the  coil  is  detached,  it  should  be  inspected  to  see  if  it  be 
damaged ; if  not,  any  adherent  lymph  is  wiped  away  and  the  loop  is 
examined  to*  see  whether  a permanent  kink  has  occurred.  A\'hen  the 
operation  is  done  quite  early  this  is  not  the  case,  and  the  bowel  can  be 
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safely  replaced.  When,  however,  a longer  period  has  elapsed,  a kink  which 
is  not  rectified  by  detachment  of  the  bowel  may  be  present,  and  resection 
of  this  may  be  necessary  (see  p.  307).  Before  closing  the  abdominal 
wound  all  possible  steps  must  be  taken  to  avoid  a recurrence  of  the  obstruc- 
tion, which  is  very  likely  to  happen  if  a raw  surface  covered  with  lymph 
be  left.  If  possible,  therefore,  the  peritoneum  on  each  side  of  the  stump 
should  be  detached  and  brought  over  the  raw  surface,  as  ought  to  have 
been  done  in  the  first  instance.  The  abdomen  is  closed,  and  the  after- 
treatment  is  the  same  as  for  acute  obstruction  (see  p.  327). 


CHAPTER  XIX. 


CHRONIC  INTESTINAL  OBSTRUCTION. 

Chronic  intestinal  obstruction  differs  considerably  from  the  acute  form  in  its 
pathology  and  generally  also  in  its  symptoms.  It  is  not  merely  that  the 
obstruction  is  in  the  one  case  rapid  while  in  the  other  it  is  slow ; it  is  that  the 
pathological  conditions  are  radically  different. 

CLASSIFICATION.  — We  may  group  the  cases  met  with  into  two  great 
classes  : — 

1.  The  typical  form  of  chronic  intestinal  obstruction  results  from  a 
gradual  narrowing  of  the  lumen  of  the  bowel  which  goes  on  to  complete 
occlusion.  Clinically  therefore  two  stages  of  the  affection  may  be  observed, 
namely,  the  period  of  incomplete  and  that  of  complete  obstruction. 

Among  the  causes  of  this  form  of  obstruction  may  be  enumerated  : firstly, 
causes  outside  the- lumen  of  the  gut  such  as  the  pressure  of  tumours  or  con- 
striction by  adhesions  between  adjacent  portions  of  the  bowel,  or  between  the 
latter  and  the  omentum,  the  abdominal  wall  or  one  of  the  abdominal  organs  ; 
secondly,  various  forms  of  stricture  resulting  from  ulceration  or  from  the 
growth  of  tumours  in  the  intestinal  wall;  thirdly,  obstruction  by  something  in 
the  interior  of  the  bowel  filling  up  its  lumen,  for  example,  a polypoid  growth, 
an  accumulation  of  fseces  or  a foreign  body. 

Any  of  these  conditions  may  give  rise  to  two  sets  of  symptoms,  viz.  : 
the  essentially  chronic  ones  due  to  the  difficulty  which  the  bowel  has 
in  passing  along  its  contents  before  the  canal  is  completely  blocked,  and 
a more  acute  phase  when  the  blockage  is  complete ; even  in  tbe  latter 
condition  however  both  the  symptoms  and  the  pathology  differ  widely 
from  those  met  with  in  typical  acute  intestinal  obstruction. 

2.  This  typical  chronic  intestinal  obstruction  may  however  pass  into  the 
acute  form.  In  cancer  of  the  sigmoid  flexure,  for  example,  the  weight  of 
the  tumour  and  the  accumulated  faecal  material  above  may  give  rise  to 
a volvulus  of  the  sigmoid  so  that  a true  acute  obstruction  with  all  the 
symptoms  and  results  already  described  (see  Chap.  XVII.)  supervenes. 
Again,  it  is  not  uncommon  for  an  intussusception  to  form  when  a tumour 
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of  the  bowel  impedes  the  onward  flow  of  the  contents,  the  tumour  forming 
the  apex  of  the  intussusceptum.  Chronic  obstruction  may  also  be  compli- 
cated by  the  independent  occurrence  of  true  acute  obstruction,  as  for- 
example  when  the  chronic  condition  is  due  to  adhesions  compressing  or 
kinking  the  bowel  and  an  acute  internal  strangulation  takes  place  beneath 
some  of  these  adhesions.  These  cases  do  not  require  further  consideration 
here ; they  add  immensely  to  the  diagnostic  difficulties  but  their  treatment 
is  essentially  that  of  acute  intestinal  obstruction  accompanied  if  possible, 
either  at  the  same  time  or  later,  by  the  treatment  suitable  for  the  cause 
of  the  chronic  obstruction. 

SYMPTOMS.— The  various  conditions  enumerated  on  p.  345  have 
this  feature  in  common,  that  they  interfere  to  some  degree  with  the  passage 
of  the  intestinal  contents ; the  lumen  of  the  bowel  becomes  steadily 
narrower  and  the  contents  have  increasing  difficulty  in  passing  on.  The 
chief  troubles  of  which  the  patient  complains  are  constipation,  colicky 
pains  which  are  increased  after  food,  and  a general  loss  of  appetite ; in 
fact,  he  frequently  diagnoses  his  own  condition  as  one  of  chronic  indi- 
gestion. The  intensity  of  these  early  symptoms  varies  greatly ; the  patient 
may  suffer  severely  so  that  he  seeks  advice  comparatively  early  or  the 
symptoms  may  attract  little  attention  and  advice  is  only  sought  when  com- 
plete obstruction  sets  in,  and  even  then  it  is  often  hard  to  get  a history 
pointing  to  a previous  incomplete  obstruction.  If  asked,  the  patient 
frequently  states  that  he  was  in  his  usual  health,  or  that  he  had  perhaps 
been  a little  more  troubled  with  indigestion  than  usual,  but  that  otherwise 
the  obstruction  has  occurred  quite  acutely.  But  a close  enquiry  into  what 
is  meant  by  indigestion  generally  elicits  the  symptoms  of  interference 
with  the  passage  of  the  intestinal  contents. 

After  a period  varying  greatly  in  different  cases  and  with  different 
causes  of  obstruction,  complete  occlusion  occurs ; this  generally  arises  from 
a mechanical  cause,  such  as  plugging  of  the  narrow  orifice  by  scybala  or 
by  a foreign  body,  but  in  some  cases  it  may  be  due  to  inflammation  of 
the  intestine  above  the  stricture.  The  symptoms  formerly  complained  of 
increase  greatly  in  severity.  The  patient  becomes  absolutely  constipated 
and  realises  that  there  is  a difficulty  in  the  onward  passage  of  the  intestinal 
contents.  He  gradually  becomes  distended  from  the  accumulation  of 
gas,  he  begins  to  suffer  from  very  acute  griping  pains,  and  finally  vomiting 
sets  in ; even  here  it  is  usually  quite  late  in  the  case  before  the  vomited 
material  becomes  what  is  called  faecal.  If  the  condition  be  unrelieved,  the 
patient  usually  dies  as  the  result  of  increasing  weakness  produced  by  the 
continued  vomiting,  the  mechanical  strain  thrown  upon  the  heart  and 
lungs  by  the  distension,  the  poisoning  by  the  intestinal  contents  or  from 
ulceration  above  the  obstruction,  followed  by  peritonitis  or  even  perforation. 
Sometimes,  however,  the  symptoms  subside,  the  bowels  are  relieved 
and  the  patient  recovers  temporarily ; but  before  long  a similar  attack 
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The  patient  may  come  under  observation  during  the  stage  of  either 
incomplete  or  complete  obstruction ; in  the  latter  case  he  may  be  seen 
quite  at  the  onset  of  the  complete  obstruction  or  only  when  moribund. 
'I'he  treatment  will  be  considered  from  these  various  points  of  view. 

CHRONIC  OBSTRUCTION  FROM  CAUSES  OUTSIDE  THE  BOWEL. 

TUMOURS.  — It  is  not  very  uncommon  for  the  intestine  to  be  com- 
pressed by  a large  tumour  external  to  it ; for  example,  the  sigmoid  flexure 
may  be  seriously  pressed  upon  by  uterine  or  ovarian  tumours  and  all 
the  symptoms  of  intestinal  obstruction  will  be  then  produced. 

Treatment. — The  obvious  treatment  is  to  remove  the  obstructing  cause 
if  possible,  but  this  is  not  always  possible  either  because  the  tumour  is 
too  firmly  fixed,  or  because  the  patient’s  condition  will  not  allow  of  it 
As  a rule  the  tumour  is  removable  as  it  is  usually  a simple  ovarian  or 
uterine  growth,  but  it  may  be  malignant  and  may  not  merely  press  upon 
the  intestine  but  may  actually  involve  its  wall  and  thus  be  completely 
irremovable.  When  either  the  tumour  is  inoperable  or  the  patient  is  suffering 
from  an  attack  of  complete  obstruction  removal  is  out  of  the  question ; 
it  is  better  to  establish  an  artificial  anus  and,  should  the  tumour  be 
removable,  to  proceed  to  remove  it  and  close  the  artificial  anus  when 
the  patient  has  recovered  from  the  effects  of  the  obstruction. 

ADHESIONS.— The  other  extrinsic  cause  of  chronic  intestinal  obstruc- 
tion is  adhesions  following  peritonitis,  usually  tuberculous.  The  intestinal 
coils  become  matted  together  in  the  affection,  the  omentum  becomes  thickened 
and  adherent  to  them  and,  as  the  case  gets  well,  the  inflammatory  material 
contracts  and  may  constrict  the  bowel  and  give  rise  to  an  incomplete 
obstruction.  In  addition  there  is  often  great  shrinking  of  the  mesentery 
so  that  the  intestine  becomes  kinked,  and  the  greater  part  or  the  whole 
of  the  small  intestines  may  become  matted  together ; this  interferes  seriously 
with  the  patient’s  nutrition  and  may  even  endanger  his  life. 

Another  not  uncommon  cause  of  these  peritonitic  adhesions  is  appendi- 
citis. Not  only  are  coils  of  intestine  frequently  matted  together,  but  the 
lower  end  of  the  ileum,  or  more  rarely  the  ascending  colon,  may  be 
compressed  by  adhesions  to  such  an  extent  as  to  seriously  diminish  the 
calibre  of  the  bowel.  Similar  adhesions  also  occur  in  connection  with 
other  forms  of  local  peritonitis  such  as  salpingitis  or  perimetritis.  Another 
very  frequent  seat  of  peritonitic  adhesions  is  in  the  neighbourhood  of  the 
liver  as  the  result  of  gall-stones,  or  that  of  the  stomach  as  the  result  of 
gastric  ulcer  (see  p.  230) ; in  the  latter  case  the  constriction  especially 
affects  the  large  intestine  and  the  stomach.  Sometimes  these  adhesions 
seem  to  follow  blows ; here  probably  htemorrhage  has  occurred  and  the 
blood-clot  in  organising  gives  rise  to  the  obstructing  adhesions.  Another 
example  is  seen  after  the  relief  of  a strangulated  hernia  in  which  the 
lymph  thrown  out  at  the  line  of  strangulation  may  organise  into  a perma- 
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nent  constriction ; it  is  however  more  probable  that  this  constriction  is 
due  in  most  instances  to  ulceration  of  the  mucous  membrane  and  not 
merely  to  external  adhesions.  Lastly,  adhesions  of  this  nature  may  form 
after  operations  on  the  peritoneal  cavity. 

In  all  these  cases  there  may  be  actual  constriction  of  the  bowel  by 
the  adhesions,  or  kinking  as  the  gut  is  pulled  upon  by  them  or  the 
shrunken  mesentery  or,  more  usually,  the  two  conditions  combined.  The 
result  is  a long  period  of  incomplete  obstruction  often  interrupted  by 
attacks  of  the  more  complete  form  which  usually  follow  the  ingestion  of 
indigestible  foods.  The  patient  often  suffers  much  pain  from  the  constant 
contraction  of  the  intestines,  the  abdomen  becomes  somewhat  distended 
and  the  hypertrophied  coils  of  intestine  may  be  seen  moving  beneath  the 
abdominal  wall,  while  the  patient  emaciates,  often  to  an  extreme  degree 
when  the  small  intestine  is  affected. 

Treatment. — The  treatment  is  often  very  unsatisfactory  although,  when 
the  adhesions  are  quite  limited,  brilliant  results  may  be  obtained.  In  a 
good  many  instances  the  diagnosis  is  comparatively  easy,  the  previous 
history  of  the  case,  the  age  of  the  patient  and  other  symptoms  pointing 
pretty  clearly  to  the  nature  of  the  trouble.  On  account  of  its  uncertain 
results  operative  treatment  should  not  be  resorted  to  in  a hurry ; not  only 
is  it  often  very  difficult  to  separate  the  adhesions  but,  even  when  this  is 
done,  fresh  ones  almost  invariably  form  very  quickly. 

(a)  Palliative. — The  non-operative  treatment  consists  essentially,  in 
careful  dieting)  the  chief  point  is  to  see  that  the  patient  takes  highly 
digestible  food  free  from  solid  lumps  that  might  block  the  narrowed  intestine. 
The  food  need  not  be  fluid  but  should  be  finely  minced,  and  vegetable 
fibres,  raw  salads,  nuts,  and  so  forth  should  be  strictly  avoided.  It  is 
generally  necessary  to  employ  some  laxative  to  secure  a regular  action  of 
the  bowels,  and  the  best  for  this  purpose  are  salines  in  small  doses,  such 
as  the  various  mineral  waters  or  drachm  doses  of  sulphate  of  magnesia 
or  phosphate  of  soda  two  or  three  times  a day.  Massage  and  even  electricity 
may  be  applied  to  the  abdomen  with  the  object  of  moving  on  the  contents 
of  the  intestine  and  gradually  loosening  and  stretching  the  adhesions ; neither 
must  be  employed  however  if  there  be  active  peritonitis. 

(b)  Operative. — When  the  symptoms  are  severe,  the  question  of 
laparotomy  for  the  removal  of  the  adhesions  must  be  considered,  and  it 
is  only  right  that  this  should  be  done  before  complete  obstruction  occurs. 
The  abdominal  cavity  is  opened  in  the  middle  line,  unless  there  be  a 
very  distinct  indication  to  the  contrary.  The  position  of-  the  incision  relative 
to  the  umbilicus  will  vary  according  to  the  indications ; if  they  be  those 
of  adhesions  towards  the  upper  part  of  the  abdomen,  in  connection  with 
the  gall-bladder  for  example,  the  opening  will  be  above  the  umbilicus ; if 
they  point  to  adhesions  in  Douglas’s  pouch  it  will  be  as  low  down  as 
possible.  When  there  is  no . definite  indication,  the  opening  should  be 
below  the  umbilicus,  but  in  most  cases  this  will  have  to  be  extended 
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upwards  until  ultimately  its  mid-point  is  the  umbilicus ; this  is  the  best 
situation  for  getting  access  to  a shortened  mesentery.  Great  care  must 
be  taken  in  opening  the  abdomen  because  the  intestines  may  be  adherent 
to  the  abdominal  wall ; before  dividing  the  peritoneum  therefore  it  is  well 
to  try  to  ascertain  whether  adhesions  be  present  and,  if  so,  to  make  the 
opening  well  above  or  below  the  adherent  area. 

.After  the  abdomen  is  opened  the  procedure  depends  essentially  upon 
the  conditions  found  and,  as  these  vary  enormously,  it  is  impossible  to 
do  more  than  indicate  the  chief  lines  of  treatment.  If  the  adhesions  be 
few  and  limited  to  one  portioji  of  the  ifitestine,  cautious  division  with  a 
tenotomy  knife  will  often  suffice.  We  have  seen  this  procedure  successful 
more  than  once;  in  one  case,  where  a narrow  line  of  adhesions  from  an 
old  appendicitis  had  constricted  the  lower  end  of  the.  ileum,  the  bowel 
resumed  its  natural  calibre  after  the  bands  were  divided  and  the  intestinal 
contents  passed  on  at  once  although  the  patient  had  previously  been 
almost  moribund  from  what  was  practically  acute  intestinal  obstruction. 

When  the  condition  is  due  to  traction  on  a loop  of  the  bowel  producing 
a kink,  the  latter  may  cease  to  exist  when  the  adhesions  have  been  divided 
and  the  lumen  of  the  bowel  is  at  once  restored.  These  are  exceptionally 
favourable  cases  and  in  them  nothing  further  is  required. 

After  a contracting  band  has  been  divided,  fibrous  tissue  may  be  found 
along  the  groove  of  the  kink  producing  a permanent  constriction.  An 
attempt  should  first  be  made  to  relieve  this  by  careful  notching  with  a 
tenotome;  if  this  fails  to  allow  the  bowel  to  expand,  the  only  remedy  is 
to  excise  the  kinked  portion  and  to  perform  an  end-to-end  suture  of  the 
intestine.  The  adoption  of  this  procedure  must  be  determined  by  the 
condition  of  the  patient,  but  it  is  so  essential  that  a good  deal  of  risk 
must  be  taken  rather  than  leave  the  obstruction  unrelieved.  The  various 
methods  of  intestinal  suture  have  been  already  detailed  (see  p.  306). 

In  cases  of  adhesion  of  the  intestine  to  the  parietal  peritoneu7n  the  simplest 
plan  in  difficult  cases  will  be  to  detach  the  parietal  peritoneum,  divide 
it  around  the  adhesion  and  leave  it  attached  to  the  bowel ; the  adhesion  is 
often  so  firm  that  any  attempt  to  separate  the  bowel  from  it  will  lead 
to  rupture.  The  parietal  peritoneum  should  then  be  further  separated 
and  the  raw  surface  left  on  the  parietes  after  detachment  of  the  bowel 
should  be  covered  over  by  bringing  together  the  cut  edges  of  the  peri- 
toneum. 

Whe7t  a large  7/iass  of  the  bowel  is  7natted  together  attempts  may  be 
made  to  separate  these  adhesions  on  the  same  plan ; the  connections 
between  the  loops  may  be  notched  with  a tenotomy  knife  and  the  adherent 
coils  then  separated  with  the  greatest  care  lest  rupture  of  the  intestine 
should  occur.  If  the  separation  be  successful,  a large  raw  surface  will  be 
left  on  the  intestine,  the  abdominal  wall,  or  any  other  structure  to  which 
adhesion  has  taken  place,  and  the  probability  of  recurrence  or  of  the 
formation  of  fresh  adhesions  is  very  great  indeed,  and  practically  we  can- 
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not  take  any  certain  means  to  prevent  this.  It  is  important,  however,  to 
arrange  the  patient’s  position  so  that  the  raw  surfaces  are  separated  from 
one  another  as  widely  as  possible ; for  example,  after  adhesion  of  the 
intestine  to  the  gall-bladder  the  patient  should  sit  up  during  convalescence, 
so  as  to  carry  away  the  raw  intestine  from  the  denuded  gall-bladder,  while 
in  pelvic  cases  the  Trendelenburg  position  may  be  maintained.  Fresh 
adhesions  will  no  doubt  form,  but  they  may  not  cause  any  particular  dis- 
comfort. When  the  omentum  is  healthy  the  raw  surfaces  have  been  covered 
by  portions  of  this  structure,  which  are  either  completely  detached  or, 
where  large  surfaces  have  to  be  covered,  left  with  sufficient  attachment 
to  retain  their  vascular  supply ; there  is  no  doubt  that  omentum  ad- 
heres readily,  and,  if  healthy,  may  diminish  the  chance  of  subsequent 
adhesions. 

The  greatest  difficulty  is  met  with  when  there  is  very  widespread  matting 
together  of  the  bowels.  Sometimes  the  bulk  of  the  small  intestines  form 
a matted  mass  drawn  up  towards  the  upper  part  of  the  abdomen,  and  the 
bowel  is  so  involved  that  attempts  to  free  it  are  out  of  the  question ; the 
surgeon  is  then  face  to  face  with  a very  serious  problem.  Two  alternatives 
have  been  proposed,  viz.,  to  excise  the  whole  mass  of  adherent  intestines, 
and  to  follow  this  with  end-to-end  anastomosis,  or  to  do  a lateral  anas- 
tomosis between  healthy  intestine  above  and  below  the  obstructed  mass. 
Both  of  these  procedures  are  very  grave,  and  may  be  quite  out  of  the 
question.  In  very  severe  cases  almost  the  whole  of  the  small  intestine 
is  involved,  and  to  cut  it  out  or  to  shut  it  off  from  the  intestinal  circuit 
by  an  anastomosis  will  lead  to  the  patient’s  death  from  starvation.  On  the 
other  hand,  when  the  mass,  although  so  matted  up  that  it  cannot  be 
separated,  is  quite  small,  and  involves  not  more  than  two  or  three  feet 
of  small  intestine,  the  best  plan  is  to  excise  it,  and  to  form  an  end-to-end 
anastomosis.  Excision  is  very  much  better  than  lateral  anastomosis,  because 
in  the  latter  a large  mass  of  intestine  is  left  in  which  the  intestinal  con- 
tents will  accumulate  and  undergo  decomposition  ; whereas  end-to-end 
union  restores  the  normal  passage  of  the  bowel  at  once.  The  choice 
between  excision  with  end-to-end  union  and  lateral  anastomosis  will  be 
influenced  mainly  by  the  condition  of  the  patient,  and  the  probability  of 
his  standing  the  more  prolonged  operation  involved  in  the  resection.  It 
must,  however,  be  admitted  that  when  such  extensive  adhesions  exist,  it 
is  seldqm  that  either  plan  can  be  adopted. 

When  the  obstruction  has  become  complete  and.  the  opera- 
tion is  done  for  the  acute  condition  in  these  cases  of  adhesions,  the 
outlook  is  very  grave  indeed.  It  may  be  that  separation  of  some  narrow  con- 
tracting band  over  the  bowel  will  liberate  it  sufficiently  to  permit  the  onward 
passage  of  the  contents.  It  may  be  that  there  is  a limited  kink  which 
separation  of  adhesions  may  free,  or,  on  the  other  hand,  excision  of  the 
kinked  portion  with  end-to-end  union  may  meet  the  requirements  of  the 
case.  But,  as  a rule,  when  these  extensive  adhesions  exist,  it  is  practically 
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impossible  to  do  any  good  by  operation.  Rather  than  allow  the  patient 
to  die  of  the  obstruction,  one  would  naturally  perform  a lateral  anastomosis, 
but  this  is  only  a temporary  expedient. 

OBSTRUCTION  FROM  CHANGES  IN  THE  BOWEL  WALL. 

I'he  most  common  forms  of  chronic  obstruction  fall  under  this  heading 
and  the  stenosis  may  be  due  to  non-malignant  or  to  malignant  disease. 
Stenosis  of  non-malignant  origin  may  be  either  congenital  or  may  follow 
ulceration  of  the  mucous  membrane.  Stenosis  of  malignant  origin  is  usually 
due  to  a primary  growth  occurring  in  the  mucous  and  sub-mucous  tissue  and 
subsequently  infiltrating  the  rest  of  the  wall  and  leading  to  ulceration. 

SIMPLE  STRICTURE. — Congenital  strictures  and  malformatio7is  of 
the  bowel  may  occur  almost  anywhere  along  the  intestinal  tract  but  are  most 
frequent  in  the  rectum  ; they  will  be  described  in  connection  with  affections 
of  the  rectum.  The  degree  of  stenosis  met  with  elsewhere  may  vary  from  a 
complete  solution  of  continuity  between  two  segments  of  the  bowel  to  an 
incomplete  diaphragmatic  septum.  Congenital  strictures  of  the  duodenum 
are  not  uncommon  and  generally  occur  in  its  second  part  just  above  the 
entrance  of  the  common  bile  duct.  Another  situation  of  congenital  stricture 
of  the  intestinal  canal  is  the  ileum,  usually  in  association  with  Meckel’s  diver- 
ticulum. Congenital  strictures  of  the  colon  are  very  rare  indeed. 

These  congenital  conditions  very  seldom  come  under  surgical  treatment 
for  the  reason  that,  when  they  are  serious,  the  symptoms  become  manifest 
immediately  after  birth  at  a time  when  no  effectual  operative  procedure  can 
be  borne  by  the  infant.  Should  they  manifest  their  effects  later  on,  the  con- 
dition will  only  be  very  slight  and  the  treatment  will  be  analogous  to  that  of 
stricture  originating  after  birth. 

Among  the  congenital  malformations  of  the  bowel  which  present  them- 
selves for  treatment,  almost  the  only  one  which  need  be  mentioned  is  a fcecal 
fistula  occurring  usually  from  the  omphalo-mesenteric  duct,  and  here  there  is 
practically  no  possibility  of  remedying  matters  because  the  intestine  below  is 
so  very  narrow  and  badly  developed  that  it  will  not  carry  on  its  functions  even 
if  an  end-to-end  union  were  made. 

Stricture  due  to  7wti-maligna7it  ulceration  may  be  brought  about  in  a variety 
of  ways,  the  chief  of  which  is  that  associated  with  tuberculous  disease  of  the 
intestine.  In  connection  with  tuberculous  peritonitis  we  shall  have  to  refer 
again  to  tuberculous  ulceration  of  the  intestine,  but  we  may  make  a few 
remarks  about  it  here. 

A tuberculous  ulcer  is  most  frequently  met  with  in  the  lower  part  of  the 
ileum  but  may  be  present  in  any  part  of  the  bowel  and  the  ulcers  may  be 
either  single  or  multiple;  the  multiplicity  of  tuberculous  ulcers  should  be 
borne  in  mind  when  operation  for  this  form  of  stricture  is  called  for,  because 
the  relief  of  one  stricture  may  not  cure  the  symptoms,  'I’he  ulcer  possesses 
the  general  characters  of  the  ordinary  tuberculous  ulcer;  it  is  often  extensive. 
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it  is  generally  elongated  in  shape  with  its  long  axis  transverse  to  that  of  the 
bowel  around  which  it  may  actually  extend.  The  ulceration  usually  passes 
deeply  into  the  sub-mucous  and  possibly  also  into  the  muscular  coat  and  the 
contraction  accompanying  it  may  lead  to  great  diminution  in  the  lumen  of  the 
bowel.  When  the  ulcer  penetrates  deeply,  peritonitis  occurs  outside  and  the 
contraction  of  the  exudation  still  further  increases  the  narrowing.  The  affec- 
tion is  very  often  accompanied  by  tuberculous  peritonitis  (see  Chap.  XXI.). 
Curiously  enough,  typhoid  ulcers  practically  never  give  rise  to  stricture.  The 
simple  duodenal  ulcer  also  very  seldom  causes  stricture. 

Dysejtteric  tilcers  very  commonly  lead  to  a certain  amount  of  stricture  but, 
as  they  occur  in  the  large  intestine,  they  comparatively  seldom  produce  so 
much  narrowing  as  to  cause  prominent  symptoms  of  obstruction ; when  they 
do  so,  it  is  generally  in  the  sigmoid  flexure  or  towards  the  upper  part  of  the 
rectum.  Ulcerative  colitis  is  a very  fatal  disease  although  it  may  also  occa- 
sionally be  the  cause  of  constriction.  Syphilitic  ulceratio7i  leading  to  stricture 
is  very  rare  in  any  part  of  the  intestinal  tract  except  the  lower  part  of  the 
rectum ; this  will  be  more  appropriately  referred  to  in  connection  with 
diseases  of  that  organ. 

MALIGNANT  STRICTURE. — New  growths  causing  stricture  of  the 
bowel  are  practically  always  malignant  and  belong  to  the  class  of  columnar 
epitheliomata.  In  the  great  majority  of  cases  the  growth  is  primary  in 
the  bowel  itself,  springing  from  the  Lieberkiihnian  follicles,  infiltrating 
the  sub-mucous  tissue  and  finally  penetrating  to  the  muscular  and  the 
peritoneal  coats.  The  wall  of  the  bowel,  however,  may  sometimes  be 
involved  secondarily,  chiefly  from  direct  continuity,  by  malignant  disease 
of  the  uterus,  prostate  or  ovaries.  Malignant  growths  are  by  far  the 
most  common  cause  of  stricture  of  the  large  intestine  and  after  forty  or 
fifty  years  of  age  are  almost  the  only  one.  In  the  small  intestine  the  case 
is  different  and  there  non-malignant  strictures  are  not  so  uncommon ; 
indeed  according  to  some  authors  they  are  the  commoner  form. 

The  cylindrical  epithelioma  of  the  bowel  forms  a hard,  raised,  firm 
nodule  projecting  from  the  mucous  surface  of  the  intestine.  This  nodule 
soon  ulcerates  and  the  disease  spreads  around  the  bowel  until  a charac- 
teristic constriction  is  produced — a sort  of  diaphragm  of  growth  across  the 
lumen  presenting  towards  the  centre  a ragged  ulcerated  aperture  which 
is  often  very  narrow.  The  amount  of  growth  present  in  proportion  to 
the  constriction  produced  is  very  variable ; sometimes  the  stricture  is 
extremely  tight  like  a ring  round  the  bowel,  while  the  amount  of  growth 
is  very  small  indeed ; sometimes  the  exact  opposite  is  the  case.  The 
disease,  like  cancer  elsewhere,  affects  the  glands  in  the  neighbourhood, 
in  this  instance  in  the  mesentery,  and  leads  to  secondary  growths,  especially 
in  the  liver.  It  is  an  interesting  point  that  growth  in  the  glands  and 
in  the  liver  usually  proceeds  much  more  slowly  than  does  the  primary 
disease  in  the  bowel  and,  when  the  latter  has  been  removed,  a considerable 
time  may  elapse  before  the  secondary  growths  cause  death — a much 
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longer  time  for  example  than  in  the  ordinary  cases  of  cancer  of  the  breast. 
Sometimes  the  disease  spreads  to  the  peritoneal  coat  and  then  infection 
of  the  peritoneum  occurs  and  cancerous  nodules  form  all  over  it  and 
give  rise  to  an  acute  cancerous  peritonitis  accompanied  by  an  effusion  of 
fluid. 

Complete  obstruction  will  ultimately  result  unless  the  patient  dies  of 
some  intercurrent  affection  ; the  closure  of  the  lumen  of  the  bowel  may 
be  brought  about  in  various  ways.  Most  commonly  perhaps  it  results 
from  blocking  of  the  narrow  opening  by  some  foreign  body ; in  other  cases 
the  obstruction  is  due  to  inflammatory  swelling  of  the  mucous  membrane 
above  the  stricture.  Occasionally,  the  tumour  may  cause  a volvulus  or 
an  acute  intussusception,  but  in  the  latter  cases  the  symptoms  are  typical 
of  acute  intestinal  obstruction.  The  intestine  above  the  stricture  becomes 
greatly  dilated  and,  in  the  early  stages  at  any  rate,  the  walls  become  much 
hypertrophied ; in  the  large  intestine  the  longitudinal  bands  are  greatly 
thickened  and  may  be  mistaken  for  prolongations  of  the  disease.  The 
mucous  membrane  above  the  stricture  becomes  inflamed  and  may  ulcerate 
and  the  bowel  may  even  become  perforated. 

Symptoms.— The  symptoms  are  indistinguishable  in  most  respects 
from  those  of  non-malignant  stricture  which  have  been  already  detailed 
(see  p.  346).  In  a malignant  stricture,  especially  when  it  is  low  down, 
there  is  often  the  occasional  passage  of  blood-stained  material,  and  a 
large  quantity  of  mucus  due  to  the  colitis  above  the  stricture.  The 
presence  of  a tumour  may  or  may  not  be  detected  ; this  depends  to  a 
great  extent  on  the  situation  of  the  disease  and  also  to  a considerable 
extent  on  the  amount  of  growth  present  and  the  degree  of  abdominal 
distension.  When  there  is  quite  a narrow  constriction,  no  tumour  can 
be  made  out  from  the  outside  and  we  know  of  a case  in  which  the  surgeon 
passed  his  finger  along  the  whole  colon  from  the  caecum  down  to  the 
sigmoid  flexure  after  the  abdomen  had  been  opened  and  failed  to  detect 
a stricture  which  was  found  in  the  transverse  colon  post-mortem. 

The  situation  of  these  strictures  varies  very  much.  Generally  it  is 
towards  the  lower  end  of  the  sigmoid  flexure  or  at  the  commencement 
of  the  rectum.  Other  favourite  seats  are  the  caecum  and  the  flexures 
of  the  colon. 

Treatment  of  simple  and  malignant  strictures. — The  treatment 
depends  upon  whether  the  obstruction  is  incomplete  or  complete. 

(a)  When  the  obstruction  is  incomplete. — The  ideal  treatment  is 
to  remove  the  stricture  whether  it  be  simple  or  malignant  while  the  patient 
is  in  a comparatively  good  state  of  health,  and  then  to  do  an  end-to-end 
anastomosis.  If  the  existence  of  a tumour  can  be  ’made  out  there  must 
be  no  delay  in  opening  the  abdomen  to  remove  the  disease  if  possible 
or,  if  not,  to  do  some  operation  that  will  relieve  the  symptoms ; the 
earlier  the  diagnosis  is  made  the  greater  will  be  the  chance  of  removing 
a growth. 
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Resection  of  an  intestinal  stricture. — The  mcision  will  vary  with  the 
situation  of  the  disease.  If  for  instance  a tumour  be  felt  in  the  region 
of  the  CcCcum,  the  ascending  or  the  descending  colon  or  the  sigmoid 
flexure,  a lateral  incision  over  the  seat  of  the  disease  will  no  doubt  give 
most  convenient  access ; on  the  other  hand,  when  the  situation  of  the 
disease  is  unknown  or  can  only  be  guessed  at  from  the  symptoms,  the 
abdomen  must  be  opened  in  the  middle  line.  Except  in  the  case  of  the 
ascending  and  descending  colon,  most  tumours  of  the  intestine  can  be 
removed  through  a median  incision. 

^Vith  regard  to  the  excision  of  the  stricture  there  is  nothing  to  add  to 
what  has  already  been  said  (see  p 307).  The  end-to-end  anastomosis  is 
usually  most  satisfactorily  done  by  means  of  Mayo  Robson’s  bobbin 
(see  p.  309).  Murphy’s  buttons  should  be  avoided  except  in  cases  of  great 
emergency  where  a few  minutes  are  of  great  importance,  because  the  lumen 
of  the  bowel  is  likely  to  be  unduly  narrowed.  In  removing  a tumour 
from  the  small  intestine  a wedge  must  be  taken  out  of  the  mesentery 
and  this  should  enclose  all  the  enlarged  glands  if  possible  ; if  not  they 
must  be  dissected  out  separately,  taking  care  not  to  interfere  with  the 
blood  supply  of  the  bowel. 

It  is  an  open  question  whether  the  surgeon  should  excise  a readily 
removable  local  growth,  e.g.  in  the  small  intestine,  when  it  is  accompanied 
by  a glandular  infection  that  negatives  any  hope  of  eradicating  the  disease. 
AVe  think  most  certainly  however  that  this  should  be  done  and  for 
three  reasons.  In  the  first  place,  the  patient,  if  not  actually  suffering 
from  complete  obstruction,  must  inevitably  do  so  before  long  and  will 
need  an  operation  for  the  relief  of  that,  notwithstanding  the  existence  of 
•secondary  growths ; therefore  an  operation  which  restores  the  lumen  of 
the  canal  while  the  patient’s  condition  is  good  is  the  best  thing  that  can 
be  done,  quite  apart  from  the  question  of  whether  the  disease  is  eradicated 
or  not.  In  the  second  place,  the  secondary  growths  in  the  glands  and 
the  liver  usually  progress  much  more  slowly  than  does  the  disease  in  the 
bowel  and,  apart  from  the  comfort  and  prolongation  of  life,  afforded  by 
relief  of  the  obstruction,  life  may  be  further  prolonged  by  removing  the 
rapidly  growing  intestinal  disease.  Lastly,  in  the  small  intestine  and  also 
in  the  transverse  colon  and  sigmoid  flexure  an  end-to-end  anastomosis 
is  easier  and  more  satisfactory  at  this  stage  than  is  a lateral  anastomosis, 
while  it  saves  the  patient  from  the  distress  entailed  by  an  artificial  anus  which 
otherwise  sooner  or  later  becomes  imperative.  At  the  same  time  this 
rule  does  not  apply  to  the  fixed  portions  of  the  large  intestine ; there, 
resection  followed  by  end-to-end  anastomosis  is  one  of  the  most  difficult 
and  dangerous  of  all  the  operations  upon  the  intestines. 

The  details  of  the  operations  will  vary  with  the  seat  of  the  disease. 
In  the  case  of  a simple  stricture  of  the  small  intestine  or  a freely  movable 
malignant  growth  there  is  little  difficulty.  There  will  be  the  same  differ- 
ence in  the  calibre  of  the  bowel  above  and  below  the  obstruction  as  is 
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seen  in  acute  obstruction  (see  p.  325) ; the  remarks  made  there  apply 
here  also. 

The  chief  difficulty  in  excising  malignant  tumours  of  the  bowel  occurs 
when  they  affect  parts  not  completely  surrounded  by  peritoneum  or 
in  the  case  of  the  hepatic  and  splenic  flexures  of  the  colon  which 
are  very  difficult  to  get  at.  The  difficulty  in  the  case  of  the  ascending 
and  descending  colon  is  partly  due  to  the  steps  of  the  operation  having 
to  be  carried  out  deep  down  in  the  loin  and  partly  to  the  difficulty  of 
securing  accurate  union  of  the  posterior  wall  of  the  bowel ; moreover, 
when  the  tumour  is  large  and  much  of  the  bowel  has  to  be  removed, 
there  may  be  great  difficulty  in  the  approximation  of  the  divided  ends. 
In  some  cases  indeed  it  is  impossible  to  approximate  these  satisfactorily 
and  either  a colotomy  opening  must  be  made  and  a Paul’s  tube  inserted, 
or  both  the  divided  ends  must  be  sewn  up  and  a lateral  anastomosis 
effected  with  some  more  movable  part  of  the  bowel,  such  as  the  ileum 
to  the  transverse  colon  in  cancer  of  the  ascending  colon,  or  the  transverse 
colon  to  the  upper  part  of  the  sigmoid  flexure  in  cancer  of  the  descend- 
ing colon.  The  difficulty  of  accurate  suture  mainly  affects  the  part 
uncovered  by  peritoneum  and  perforation  in  this  situation  may  subse, 
quently  occur ; fortunately  the  opening  generally  forms  outside  the  peritoneal 
cavity  and,  even  though  it  ends  in  the  formation  of  a small  fecal  fistula, 
the  latter  subsequently  closes  without  much  trouble.  AVe  shall  describe 
one  or  two  of  the  chief  operations  on  the  large  bowel. 

Excision  of  the  ccBcum. — AA’hen  the  growth  is  about  the  ctecum  and  the 
ileo-C£ecal  valve,  and  it  is  found  on  detaching  the  reflection  of  the  peritoneum 
from  the  caecum  to  the  abdominal  wall  that 
the  tumour  has  not  spread  outside  the  wall 
of  the  bowel  and  can  be  removed,  the  line 
of  resection  will  go  on  the  one  hand  through 
the  lower  end  of  the  ileum  and  on  the 
other  through  the  commencement  of  the 
ascending  colon,  the  ileo-csecal  valve  being 
removed  together  with  the  caecum  (see 
Fig.  98) ; this  is  a comparatively  easy 
matter  if  the  case  be  suitable  for  excision. 

The  ileum  is  clamped  about  three  inches 
on  the  proximal  .side  of  the  incision,  while 
the  ascending  colon  on  the  distal  side  is 
either  clamped  with  a suitable  clamp,  such 
as  Makin.s’  (see  Fig.  65),  or  compressed  by 
the  fingers  of  an  assistant.  The  peritoneum 
is  then  detached  as  it  passes  from  the  caecum  to  the  iliac  fossa,  and  the 
bowel  is  stripped  up,  the  vessels  ligatured,  and  the  entire  mass  removed, 
together  with  any  glands  in  the  iliac  fossa. 

The  important  point  in  the  operation  is  the  restoration  of  the  intestinal 
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canal.  By  some  an  end-to-end  anastomosis  is  recommended,  the  open  end 
of  the  ascending  colon  being  reduced  in  size  by  sutures  until  it  is  of  the  same 
calibre  as  the  ileum,  and  the  two  portions  of  the  bowel  being  then  sewn  end- 
to  end  (see  p.  307).  End-to-end  union  may  be  employed  when  there  is 
great  dilatation  of  the  ileum  and  corresponding  collapse  of  the  ascending 
colon,  and  when  therefore  the  two  openings  are  practically  of  the  same 
size  and  can  be  pursed  up  over  a Mayo  Robson’s  bobbin ; but  in  the 
majority  of  cases,  in  which  the  disproportion  between  the  two  portions 
of  the  bowel  is  considerable,  and  where  therefore  a portion  of  the  end 
of  the  colon  must  be  sewn  up,  this  leaves  a decidedly  weak  spot  where 
the  sewn-up  portion  of  the  colon  joins  the  circular  suture  uniting  the 
two  portions  of  the  bowel,  and  fatal  perforation  is  apt  to  occur  at  this 
spot.  We  have  had  two  successful  cases  of  resection  of  the  entire  ctecum 
by  the  following  method  : After  removal  of  the  caecum,  a vertical  incision 


Kig.  99. — Formation  of  a new  Ileo-C/kcal  Valve  after  Excision  of  the 
C.ECUM.  A shows  how  the  open  end  of  the  ileum  is  drawn  through  the  lateral  opening 
in  the  ascending  colon  and  its  sero-muscular  coat  stitched  to  the  muco*muscuIar  coat  of 
the  colon.  The  open  end  of  the  latter  is  turned  up  to  allow  of  proper  access.  £ shows 
the  operation  completed  by  invaginating  and  closing  the  open  end  of  the  colon  and 
uniting  the  peritoneal  coats  of  the  ileum  and  the  colon  all  around  the  new  ileo-caecal 
valve  by  a continuous  suture. 


the  length  of  the  transverse  measurement  of  the  open  end  of  the 
ileum  was  made  through  the  wall  of  the  ascending  colon,  about  an  inch 
above  its  open  end  and  as  far  away  from  the  mesenteric  attachment  as 
possible.  Through  this  the  open  end  of  the  ileum  was  pulled  so  that  a 
quarter  of  an  inch  or  more  projected  into  the  interior  of  the  colon.  A double 
row  of  stitches  was  then  employed  to  keep  the  bowel  in  place.  The  first  row 
fastened  the  mucous  and  muscular  coats  of  the  colon  to  the  sero-muscular 
coat  of  the  ileum  as  it  passed  through  the  aperture.  This  row  of  stitches  was 
readily  introduced  by  folding  back  the  open  end  of  the  ascending  colon  and 
thus  exposing  the  parts  to  view  (see  Fig.  99).  A second  row  of  Lembert’s 
sutures  was  then  inserted  through  the  adjacent  sero-muscular  surfaces  of  the 
ileum  and  the  ascending  colon  from  outside.  In  this  way  the  small  intestine 
was  fixed  into  the  aperture  made  in  the  ascending  colon,  so  that  its  free  end 
projected  from  the  mucous  surface  much  in  the  same  way  as  the  lips  of  the 
ileo-caecal  valve.  The  open  end  of  the  ascending  colon  was  finally  invaginated 
by  a double  row  of  stitches,  the  deeper  one  of  catgut  taking  up  all  the  coats 
of  the  bowel,  while  the  superficial  one  invaginating  the  first  was  a sero- 
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nuiscular  suture  of  fine  silk.  I'he  free  edge  of  the  mesentery  left  by  the 
removal  of  the  portion  of  the  ileum  was  stitched  to  the  meso-colon  so  that 
no  gap  remained. 

This  operation  is  easy  to  carry  out  when  only  the  ctecum  and  the  adjacent 
portion  of  the  ileum  are  removed.  But  when  a considerable  portion  of  the 
ascending  colon  has  to  be  taken  away  as  well,  it  is  difificult,  on  account  of  the 
obliquity,  to  implant  the  lower  end  of  the  ileum  into  the  colon  as  described 
above.  The  best  plan  then  is  to  invaginate  the  open  ends  of  both  portions 
of  bowel  in  the  ordinary  manner,  and  then  to 
perform  a lateral  anastomosis  between  the  two 
portions  (see  Fig.  loo).  Care  must  be  taken 
that  the  peristaltic  wave  runs  in  the  same  direc- 
tion in  the  ileum  and  the  colon,  for  it  is  very 
easy,  by  twisting  the  former,  to  anastomose  them 
so  that  it  goes  in  opposite  directions.  This  is 
not  a matter  of  such  great  importance  in  this 
particular  instance  as  it  is  in  gastro-enterostomy 
(see  p.  242),  as  the  contents  of  the  small  intestine 
are  quite  fluid,  and  at  most  will  only  produce  a 
little  dilatation  of  the  blind  end  of  the  colon  ; 
at  the  same  time  it  is  well  to  avoid  it. 

In  cancer  of  the  splenic  or  hepatic  flexures 
the  tumour  is  often  adherent  to  the  parts  in  the 
neighbourhood —e.^.  the  hepatic  flexure  to  the 
liver — and  excision  is  impossible,  the  surgeon 
having  to  be  content  with  a short-circuit  opera- 
tion. 

Many  strictures  of  the  intestine,  more  especially  the  malignant  ones,  are  so 
situated  or  are  so  extensive  that  excision  and  end-to-end  union  are  out  of  the 
question  and  under  the  circumstances  two  alternative  methods  remain  : viz., 
(a)  Anastomosis  of  the  bowel  above  with  that  below  the  stricture  so  as  to 
enable  the  intestinal  contents  to  pass  without  going  through  the  strictured 
portion  of  bowel,  an  operation  spoken  of  variously  as  a “ short-circuit  opera- 
tion ” or  an  “ intestinal  anastomosis,”  or  (i>)  the  formation  of  an  artificial 
anus  above  the  stricture. 

Intestinal  anastomosis. — It  is  clear  that  an  intestinal  anastomosis  is  far 
superior  to  an  artificial  anus  and  should  be  done  wherever  it  is  possible.  The 
chief  objection  to  it,  and  one  that  must  be  attended  to  in  operating,  is  the 
tendency  of  the  opening  to  contract,  and,  as  in  the  case  of  gastro-enterostomy, 
this  is  most  marked  when  the  intestine  above  the  stricture  is  much  dilated 
(see  p.  244).  'I’o  avoid  this  it  is  important  to  make  what  may  appear  at  the 
time  to  be  an  unduly  free  communication  between  the  two  portions  of  the 
bowel ; for  this  reason  the  anastomosis  is  much  better  done  by  simple  suture 
than  by  any  form  of  apparatus,  and  this  plan  should  always  be  adopted  except 
when  the  patient  is  so  ill  that  a few  minutes  is  a matter  of  life  or  death. 


Fic.  100.  — Lateral  .-Vnasto- 

MOSIS  BETWEEN  THE  Il.EUM  AND 
THE  Colon.  Both  ends  are  in- 
vaginated  and  closed.  The  blind 
end  of  the  ileum  should  be  upwards, 
that  of  the  colon  downwards,  as 
above. 
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The  opening  should  be  made  on  the  convex  border  of  the  bowel  and  it  is 
important  to  see  that  the  gut  is  so  applied  that  the  peristaltic  wave  runs  in  the 
same  direction  in  each  loop.  If  the  wave  travels  in  one  direction  in  the  upper 
portion  of  the  bowel  and  in  the  opposite  in  the  lower,  there  will  be  difficulty 
in  the  passage  of  the  faeces  ; from  the  proximal  loop  of  the  gut  they  are  driven 
into  the  upper  portion  of  the  distal  loop  and  when  that  empties  itself  they  are 
apt  to  be  driven  back  into  the  proximal  loop  again.  In  the  small  intestine, 
this  is  not  a matter  of  very  great  importance  as  the  contents  are  fluid  and 
readily  run  through  the  opening  ; but  in  the  large  intestine,  where  the  contents 
are  more  solid,  much  trouble  may  be  caused. 

A second  point  of  importance  in  performing  a short  circuit  operation  is 
not  to  shut  too  much  of  the  bowel  out  of  the  circulation  lest  feces  accumulate 
in  the  loop  (especially  in  the  large  intestine),  become  dry  and  cause  trouble  ; 
they  dilate  the  loop,  cause  pain  by  pressure  on  the  stricture,  and  lead  to 
inflammation  and  even  ulceration  of  the  mucous  membrane.  Hence  it  is  well 
to  leave  as  short  a space  between  the  opening  and  the  stricture  as  possible. 
Another  reason  for  this  is  the  possibility  of  partial  or  even  complete  internal 
strangulation  through  the  loop  thus  formed.  In  bringing  the  two  portions  of 
the  intestine  together  there  must  be  no  stretching  of  the  intestine  and  the  two 
portions  should  lie  easily  together  without  kinking. 

The  actual  steps  of  the  short-circuit  operation  are  the  same  as  those  already 
described  for  gastro-enterostomy  and  the  lateral  anastomosis  of  the  intestine 
with  the  view  of  avoiding  the  vicious  circle  (see  p.  249). 

Artificial  anus. — An  artificial  anus  should  only  be  made  when  intestinal 
anastomosis  is  impossible ; this  is  most  frequently  due  to  the  situation  of  the 
disease,  or  its  extent.  In  the  small  intestine,  however,  an  artificial  anus  must 
never  be  made  except  in  extreme  cases ; even  at  a considerable  risk  to  the 
patient  a short-circuit  operation  should  be  performed  if  it  be  impossible  to 
excise  the  stricture.  An  artificial  anus  in  the  small  intestine,  if  high  up, 
produces  profound  mal-nutrition  and  moreover  the  intestinal  contents  are 
extremely  irritating  and  give  rise  to  an  eczematous  condition  of  the  skin  of  the 
abdomen  which  is  most  distressing  to  the  patient. 

(b)  When  the  obstruction  is  complete. — The  foregoing  remarks 
refer  to  incomplete  intestinal  obstruction  in  which  the  patient’s  condition  is 
good  and  there  is  no  urgency.  Unfortunately,  at  the  present  time  the  surgeon 
is  more  frequently  called  to  these  cases  when  the  obstruction  has  become 
complete  and  the  patient’s  condition  is  therefore  bad.  Although  physicians, 
who  generally  see  these  cases  first,  are  becoming  more  alive  to  the  advantage 
of  surgical  treatment,  they  were  up  till  recently  apt  to  go  on  treating  them  in 
the  vain  hope  that  the  obstruction  was  due  to  fecal  accumulation  and  the 
patient  was  often  almost  moribund  before  a surgeon  was  called  in. 

In  complete  obstruction  the  three  chief  methods  of  treatment  are  excision 
of  the  stricture,  a short-circuit  operation,  or  the  formation  of  an  artificial 
anus ; in  connection  with  these  procedures  the  question  of  diagnosis  here 
assumes  the  highest  possible  importance.  In  incomplete  cases  in  which 


CHRONIC  INTESTINAL  OBSTRUCTION. 


359 


the  seat  of  obstruction  cannot  be  inferred  by  feeling  a tumour,  or  from  the 
symptoms,  the  abdomen  is  not  acutely  distended,  and  it  does  not  add 
materially  to  the  patient’s  risk  to  search  carefully  for  the  seat  of  the 
trouble ; in  the  complete  cases,  on  the  contrary,  the  patient  is  not  only 
in  a very  bad  condition  for  a prolonged  operation,  but  the  abdomen  is 
much  distended,  and  manipulations  are  correspondingly  more  difficult  and 
more  dangerous.  The  immediate  problem  in  the  latter  cases  is  not  so  much 
to  rid  the  patient  of  his  disease  as  to  save  his  life,  and,  as  he  is  dying  of 
obstruction,  the  chief  problem  is  to  relieve  that.  The  exact  procedure  there- 
fore will  depend  on  the  general  condition  of  the  patient,  and  -the  amount 
of  distension  of  the  abdomen. 

When  the  patient  is  almost  moribund,  it  is  out  of  the  question  to 
search  the  abdomen  for  a tumour,  and  an  excision  or  even  a short-circuit 
operation  would  be  in  the  highest  degree  dangerous.  Practically,  the  only 
thing  is  the  formation  of  an  artificial  anus,  and  the  great  question  is 
where  such  an  opening  should  be  formed.  To  open  the  abdomen  in  the 
middle  line,  to  search  among  the  enormously  distended  coils  for  the  seat 
of  stricture,  and  then  to  open  the  intestine  above  it,  would  most  probably 
be  fatal,  and  the  problem  is  therefore  to  open  the  intestine  above  the 
stricture  at  once.  The  seat  of  the  opening  must  be  decided  by  the 
symptoms  and  the  history  of  the  case ; the  shape  of  the  abdomen  may 
also  help  the  decision. 

Distension  mainly  about  the  umbilicus,  and  not  marked  in  the  flanks, 
points  rather  to  dilatation  of  the  small  intestine,  and  therefore  to  a stric- 
ture, either  in  the  small  intestine  itself,  or  in  the  commencement  of  the 
large.  On  the  other  hand,  an  abdomen  that  is  much  distended  towards  the 
flanks,  but  flatter  than  in  the  former  instance,  points  to  an  obstruction 
lower  down  in  the  large  intestine.  Irregularity  in  the  distension  may  in- 
dicate at  what  portion  of  the  large  intestine  the  obstruction  exists;  thus 
great  distension  on  the  right  side  with  comparatively  little  on  the  left, 
implies  an  obstruction  higher  up  than  the  sigmoid  flexure,  especially 
if  the  left  iliac  fossa  be  not  much  affected.  On  the  other  hand,  the 
distended  colon  may  be  traced  down  to  the  left  iliac  fossa,  in  which 
case  the  stricture  is  probably  in  the  sigmoid.  The  fact  that  in  the  great 
majority  of  cases  the  disease  is  situated  somewhere  in  the  sigmoid  flexure 
should  always  be  borne  in  mind.  Indications  will  also  be  given  by  the 
severity  of  the  symptoms,  the  time  of  onset  of  vomiting  indicating  to  some 
extent  the  height  of  the  stricture.  The  previous  history  of  the  patient,  and 
especially  the  occurrence  of  griping  pains,  which  stop  at  a certain  point, 
though  not  to  be  depended  on  very  much,  may,  when  taken  in  conjunction 
with  the  other  symptoms,  al.so  give  some  idea  as  to  the  seat  of  the 
obstruction. 

'I’he  most  suitable  place  to  open  the  bowel  is  in  the  sigmoid  flexure, 
and  in  a certain  number  of  cases,  when  the  symptoms  point  strongly  to  a 
stricture  at  the  upper  part  of  the  rectum,  the  ordinary  inguinal  colotomy 
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may  be  performed ; if,  however,  the  sigmoid  flexure  be  found  empty,  the 
ascending  colon  must  be  opened.  But  when  the  seat  of  stricture  is  uncertain, 
and  the  patient  is  in  extremis^  it  is  safer  to  perform  a right-sided  colotomy 
rather  than  run  the  risk  of  having  to  do  a second  operation.  Even  here 
it  is  essential  to  be  sure  that  the  opening  is  on  the  proximal  side  of  the 
stricture.  We  have  known  a case  where  the  ascending  colon  was  opened 
without  relief  to  the  symptoms,  and  where,  post  mortem^  the  stricture  was  found 
only  a couple  of  inches  above  the  opening. 

Right  inguinal  colotomy. — The  ascending  colon  may  be  reached  either 
by  an  operation  corresponding  to  left  lumbar  colotomy, — or  the  incision 
may  open  the  peritoneal  cavity,  as  in  left  inguinal  colotomy.  The  latter 
operation  allows  the  surgeon  to  be  quite  sure  that  he  is  opening  a distended 
portion  of  the  bowel,  and  he  can  easily  pass  his  finger  downwards  along 
the  colon  and  investigate  the  state  of  the  cfecum  and  the  ileo-cgecal  valve. 
If  the  bowel  here  be  above  the  seat  of  stricture, — i.e.  is  distended — the 
artificial  opening  can  be  made  safely,  and  the  only  difficulty  is  the  shortness 
or  absence  of  the  meso-colon  ; if,  however,  the  incision  be  made  a little 
further  forward  than  the  usual  one  for  a right  lumbar  colotomy,  the  bowel 
can  generally  be  got  sufficiently  into  the  wound  to  serve  the  purpose  re- 
quired, although  never  so  satisfactorily  as  in  left  inguinal  colotomy.  The 
chief  difficulty  is  the  formation  of  an  efficient  spur,  but  this  is  not 
a matter  of  great  importance  as  a right-sided  colotomy  is  only  a tem- 
porary measure  as  a rule,  and  therefore  the  less  efficient  the  spur  the  better. 

An  incision  is  made  obliquely  downwards  and  forwards  with  its  centre 
a little  more  than  an  inch  above  a point  on  the  crest  of  the  ilium  about 
two  inches  behind  the  anterior  superior  spine,  and  the  muscles  are  partly 
divided,  but  chiefly  separated,  the  peritoneum  is  opened  and  the  large 
intestine  at  once  presents.  The  state  of  the  intestine  in  the  vicinity  is 
then  examined  and  the  loop  of  bowel  is  brought  as  far  as  possible  into  the 
wound  by  detaching  the  peritoneum  behind  so  as  to  free  the  gut  sufficiently  ta 
enable  its  whole  lumen  to  be  brought  outside  the  wound.  To  fix  the  loop  in 
position  and  to  form  a suitable  spur  we  employ  one  of  the  two  following 
methods  according  to  the  necessities  of  the  case.  If  the  patient’s  condition 
be  fair  and  if  the  abdominal  parietes  be  not  very  fat,  so  that  the  bowel  comes 
well  up  into  the  wound,  we  put  in  a mattress  suture  in  the  following  manner. 
The  skin  having  been  dissected  back  for  a little  distance,  a stout  silk  thread 
is  passed  by  means  of  a nsevus  needle  through  the  rest  of  the  abdominal 
wall  near  one  end  of  the  incision,  then  through  the  meso-colon  and 
finally  through  the  abdominal  wall  on  the  opposite  side.  One  end  of  the 
thread  is  caught  here,  pulled  through  and  held,  and  the  needle,  still  threaded, 
is  drawn  back  and  again  made  to  traverse  the  several  structures  in  a similar 
manner  at  the  lower  part  of  the  wound  (see  Fig.  loi);  the  needle  is  then 
unthreaded  and  withdrawn.  When  this  suture  is  tied,  the  abdominal  muscles 
are  pressed  against  the  sides  of  the  bowel  and  the  suture  passing  behind  the 
latter  prevents  it  slipping  back  into  the  abdomen  and  at  the  same  time  helps 
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to  form  a spur.  A few  catgut  stitches  are  then  inserted  between  the  skin  and 
the  sero-muscular  coat  of  the  bowel. 

When  haste  is  essential  or  when  the  abdominal  wall  is  so  fat  that  there  is 
some  difficulty  in  getting  the  bowel  properly  to  the  surface,  the  use  of 


Fk;.  ioi. — ^Method  of  inserting  the  retaining  suture  in  Colotomy.  The 
thread  is  seen  passing  through  the  muscular  walls  of  the  abdomen  and  through  the 
meso-colon.  It  passes  through  the  abdominal  walls  similarly  on  the  other  side  of  the 
incision. 


mechanical  supports,  such  as  bone,  ivory  or  metal  pegs  or  glass  rods  is 
perhaps  preferable,  as  they  support  the  bowel  better  and  make  a very  efficient 


Fig.  102. — Pins  for  Exi’EomNo  the  opkra'i  ion  of  Coloiomy.  Kach  pin—which 
is  of  tempered  steel  wich  a sharp  point — is  thrust  through  the  skin  and  muscles  on  one  side 
of  the  wound,  then  through  the  meso-colon,  and  finally  made  to  traverse  the  constituents 
of  the  abdominal  wall  in  the  reverse  order  on  the  opposite  side.  The  pins  are  bolted 
together,  and  the  bowel  can  then  neither  advance  nor  recede.  If  two  safety  pins  be 
p.assed  through  the  lips  of  the  wound  and  the  muscular  coat  of  the  bowel  as  shown  above, 
no  stitches  at  all  are  necessary,  and  the  operation  can  be  done  very  rapidly.  The  manner 
in  which  the  pins  are  bolted  together  is  also  shown. 


spur.  These  supports  are  used  much  in  the  same  manner  as  the  mattress 
suture,  being  passed  through  one  edge  of  the  incision  in  the  abdominal 
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[>arietes,  through  the  meso-colon  and  then  through  the  abdominal  wall  on  the 
opposite  side.  One  or  two  may  be  employed  according  to  the  necessities  of 
the  case  ; if  the  latter  number,  they  should  be  about  an  inch  apart.  With  an 
abdominal  wound  of  suitable  size  these  pegs  hold  the  bowel  immovably  in 
position  and  no  stitches  are  required.  We  have  lately  been  in  the  habit  of 
using  specially  designed  metal  pegs  for  this  purpose  which  pass  through  the 
skin,  the  abdominal  wall  and  the  meso-colon  and  are  mechanically  bolted  into 
position  where  they  hold  the  bowel  immovably.  With  these  the  entire  opera- 
tion from  first  to  last  is  a matter  of  a few  minutes  only  (see  Fig.  102). 

Finally  the  colon  is  opened  and  a large  sized  Paul’s  tube  inserted  after  the 
line  of  incision  has  been  powdered  with  iodoform  and  carefully  packed  all 
round  to  prevent  soiling  (see  p.  327).  The  colon  should  not  be  cut  across. 
The  objection  to  this  operation  is  that  if  the  stricture  be  far  down  along  the 
colon  there  will  be  a considerable  tract  of  bowel  between  the  stricture  and  the 
opening  in  which  fseces  and  gas  may  accumulate  and  cause  not  only  trouble 
at  the  time  but,  if  the  spur  be  inefficient,  much  subsequent  inconvenience. 

A right-sided  colotomy  should  only  be  regarded  as  a temporary  expedient 
and,  when  the  patient  recovers  from  the  obstruction,  the  possibility  of  obtaining 
a more  suitable  opening,  of  excising  the  stricture  or  of  doing  an  anastomosis 
will  have  to  be  considered.  Unless  there  be  some  distinct  contra-indication, 
the  proper  treatment  is  to  open  the  abdomen  in  the  middle  line  at  a later 
date,  to  search  for  the  obstruction  and  to  deal  with  it  according  to  the 
principles  already  laid  down  for  chronic  obstruction  (see  p.  353)-  If  it  be 
possible  to  excise  the  stricture,  if  an  anastomosis  be  made  or  if  a permanent 
left  inguinal  colotomy  be  eventually  done,  it  is  usually  comparatively  easy  to 
close  the  opening  on  the  right  side  as  the  condition  is  really  one  of  a fecal 
fistula  and  not  a true  artificial  anus. 

Left  inguinal  colotomy. — When  the  surgeon  comes  to  the  conclusion 
that  the  disease  is  in  the  lower  part  of  the  sigmoid  flexure,  he  is  warranted 
in  doing  a left  inguinal  colotomy  even  though  the  patient’s  condition  be 
very  grave.  The  opening  should  be  made  in  the  upper  part  of  the  sigmoid 
flexure,  i.e.  a little  higher  than  is  usual  for  cancer  of  the  rectum,  but  the 
abdomen  should  be  opened  as  in  the  ordinary  operation.  If  the  portion 
of  the  sigmoid  that  presents  in  the  wound  be  distended,  it  is  quite  certain 
that  the  bowel  has  been  reached  above  the  stricture  and,  before  proceeding 
further,  it  is  well  to  ascertain  the  exact  condition  of  the  stricture,  with 
the  view  to  excision  either  immediately  or  later.  It  has  happened 
to  us  and  to  others  that,  on  opening  the  abdomen  to  perform  a colotomy, 
the  tumour  has  been  found  movable  enough  to  allow  it  to  be  brought 
out  of  the  wound  at  once  and  this  should  be  done  if  it  be  possible. 
Sometimes  it  may  be  necessary  to  divide  the  meso-colon  in  order  to  get  the 
tumour  well  out,  but  this  adds  little  to  the  gravity  of  the  operation.  Under 
such  circumstances  the  question  of  immediate  excision  of  the  bowel  followed 
by  end-to-end  anastomosis  will  arise  but,  in  the,  severe  cases  of  which  we  are 
speaking,  the  patient  is  really  not  fit  to  stand  this.  The  simplest  plan  is. 
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after  bringing  the  loop  containing  the  tumour  outside  the  abdomen,  to 
clamp  the  intestine  above  and  below,  clip  the  tumour  away  and  rapidly 
insert  a Paul’s  tube  (see  p.  325)  into  each  end  of  the  bowel.  The  patient  thus 
gets  rid  of  the  tumour  and  has  an  artificial  anus  formed  which,  should  he 
recover,  may  be  closed  later.  In  the  great  majority  of  cases,  however,  the 
tumour  is  too  fi.xed  to  allow  of  this  and  the  ordinary  left  inguinal  colotomy 
should  be  done  and  should  be  followed  by  the  insertion  of  a Paul’s  tube. 

An  oblique  incision  with  its  centre  on  the  line  from  the  anterior  superior 
spine  to  the  umbilicus  is  made  about  an  inch  and  a half  internal  to  the  anterior 
superior  spine  of  the  ilium.  The  external  oblique  tendon  is  split  up  in  the 
direction  of  the  incision  and,  in  order  to  avoid  subsequent  constriction  of 
the  bowel  here,  it  is  well  also  to  nick  it  slightly  transversely,  but  this  should 
not  be  done  for  more  than  a quarter  of  an  inch  on  each  side.  The  internal 
oblique  and  transversalis  muscles  are  now  separated  in  the  direction  of  their 
fibres  with  the  handle  of  the  knife,  the  transversalis  fascia  is  divided,  the 
sub-peritoneal  fat  is  torn  through  and  the  peritoneum  opened.  The  distended 
sigmoid  which  then  presents  is  pulled  as  far  out  of  the  wound  as  it  will 
conveniently  come,  after  an  examination  of  the  tumour  with  the  finger.  A 
mattress  suture  or  the  pins  are  now  put  in,  as  for  the  operation  on  the  right 
side  (see  p.  361),  and  the  edges  of  the  skin  wound  are  united  above  and  below 
the  bowel,  the  stitch  nearest  the  latter  taking  up  the  sero-muscular  coat  in  its 
transit.  The  skin  is  stitched  to  the  meso-colon  in  the  interval  between  these. 
A Paul’s  tube  is  now  inserted  in  the  upper  part  of  the  bowel  in  the  usual 
manner  and  the  operation  is  completed.  The  tube  usually  sloughs  out  in 
about  three  days  but  by  that  time  the  adhesion  of  the  intestine  to  the  sides  of 
the  wound  is  generally  satisfactory.  In  about  a week  the  intestine  should  be 
cut  off  flush  with  the  skin  or  nearly  so,  so  as  to  leave  two  openings,  one 
above  and  one  below.  This,  and  the  subsequent  treatment  of  the  colotom)- 
wound  will  be  considered  more  fully  in  connection  with  cancer  of  the  rectum. 

Here,  as  in  the  right-sided  colotomy,  the  operation  is  primarily  done  to 
save  life,  but,  according  to  what  is  found  at  the  time,  the  decision  will 
be  made  as  to  whether  anything  further  can  be  done  to  remove  the  disease. 
If  so,  the  abdomen  may  be  opened  in  the  middle  line  when  the  patient 
has  recovered  from  the  acute  attack  and  removal  of  the  growth  practised 
on  the  usual  lines.  It  will  be  well  however  to  still  leave  the  repair  of 
the  colotomy  opening  unti?  union  in  the  resected  bowel  is  satisfactory. 
.Should  it  be  evident  at  the  time  of  the  original  laparotomy  that  a sub.sequent 
resection  of  this  kind  is  feasible,  it  is  well  only  to  draw  enough  of  the  sigmoid 
into  the  abdominal  incision  to  allow  the  Paul’s  tube  to  be  inserted.  It  is 
not  even  necessary  to  make  a complete  spur,  as  the  second  operation  will 
be  done  as  soon  as  the  effects  of  the  obstruction  are  recovered  from  and 
a small  lateral  opening  into  the  bowel  is  much  easier  to  close  than  a complete 
transverse  division.  It  is  also  well  to  make  the  artificial  anus  well  above  the 
growth  so  as  to  give  plenty  of  room  for  the  subsequent  resection  and 
end  to-end  anastomosis. 
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If  the  patient’s  condition  be  good,  the  proper  treatment  is  a median 
laparotomy  in  order  to  ascertain  the  seat  and  nature  of  the  obstruction. 
All  the  preliminaries  will  be  the  same  as  for  the  acute  form  of  the  affection 
(see  p.  320).  The  incision  should  run  downwards  for  about  four  inches 
from  the  umbilicus  and  can  be  subsequently  enlarged  as  desired.  The 
search  for  the  obstruction  must  be  made  in  a methodical  manner.  In  the 
first  place  the  caecum  is  felt  for  and  its  condition  will  at  once  give  valuable 
information  as  to  the  seat  of  the  obstruction ; if  it  be  dilated,  the  obstruction 
must  be  between  it  and  the  anus ; if  collapsed,  the  small  intestine  must 
be  the  seat  of  the  trouble.  At  the  same  time  also  the  condition  of  the 
appendix,  often  a doubtful  point  in  obscure  abdominal  cases,  can  be  ascer- 
tained. If  the  caecum  be  found  dilated,  it  is  quite  easy  to  slip  the  hand  from 
the  right  side  over  to  the  left  and  find  out  if  the  sigmoid  flexure  be  similarly 
affected  and,  as  this  is  the  commonest  situation  of  a malignant  stricture, 
one  may  at  once  light  on  the  disease ; if  it  be  collapsed,  the  obstruction 
must  be  somewhere  between  it  and  the  Ccecum,  and  it  will  be  advisable  to 
extend  the  incision  above  the  umbilicus  so  as  to  get  good  access.  The 
ascending  colon  is  then  traced  from  the  caecum  up  to  the  hepatic  flexure, 
then  the  transverse  colon  to  the  splenic  flexure  and  finally  the  descending 
colon ; in  this  way  the  stricture  will  be  identified  with  the  least  possible 
waste  of  time. 

Should  the  caecum  not  be  found  dilated,  it  will  then  be  necessary  to 
examine  the  coils  of  the  small  intestine,  and  this  is  most  satisfactorily  done 
by  beginning  at  the  caecum,  hooking  up  the  ileo-caecal  valve  and  passing  the 
small  intestine  through  the  fingers  from  below  upwards ; as  each  coil  is  done 
with,  it  should  be  carefully  packed  into  the  abdomen  and  kept  in  place 
by  abdominal  cloths. 

^Vhen  the  obstruction  is  found,  it  is,  if  possible,  brought  into  view  outside 
the  abdomen  ; if  this  be  impossible,  the  surgeon  can  ascertain  by  careful 
palpation  whether  it  is  better  to  enlarge  the  existing  incision  or  to  make  a 
fresh  one  in  order  to  examine  it  more  accurately ; this  should  not  be  done 
unless  it  seems  possible  to  excise  the  tumour.  The  question  of  e.xcising  the 
tumour  will  be  decided  not  only  by  the  anatomical  conditions  but  by  the 
condition  of  the  patient ; when  definite  obstruction  has  set  in  it  is  more  often 
than  not  inadvisable  to  proceed  to  such  a severe  operation  as  e.xcision.  If  it 
be  found  that  the  tumour  could  be  removed*  but  that  the  patient  would 
probably  succumb  if  the  operation  were  done  immediately,  a short-circuit 
should  be  established  if  the  situation  of  the  growth  allows  of  it  and  the 
tumour  excised  later.  If,  on  the  other  hand,  removal  of  the  disease  be  out 
of  the  question,  a short-circuit  operation  should  be  done  if  possible  if  the 
patient  can  stand  it,  as  it  leaves  him  without  the  disability  of  an  artificial 
anus,  which  however  must  be  had  recourse  to  if  a short-circuit  be  im- 
possible owing  to  the  situation  of  the  obstruction ; in  the  small  intestine 
short-circuiting,  as  has  been  already  said,  is  the  only  possible  procedure.  It 
in  no  way  interferes  with  subsequent  excision  of  the  stricture ; in  fact,  it 
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renders  that  procedure  a simple  excision  of  the  stricture  followed  by  in- 
vagination of  the  open  ends  of  the  bowel  on  each  side. 

OBSTRUCTION  FROM  CAUSES  IN  THE  INTERIOR  OF  THE  BOWEL. 

FOREIGN  BODIES  may  be  introduced  into  the  alimentary  canal 
intentionally  or  unintentionally ; the  most  frequent  subjects  of  this  form  of 
obstruction  are  lunatics  and  those  who  swallow  objects  for  the  purpose  of 
gaining  a livelihood.  The  various  substances  that  have  acted  in  this  way  are 
too  numerous  to  mention  ; among  them  are  spoons,  forks,  marbles,  stones, 
fragments  of  glass,  toothplates,  etc.  As  a rule  the  dangers  attaching  to 
foreign  bodies  are  chiefly  from  their  liability  to  perforate  the  intestine  rather 
than  from  actual  obstruction,  and  this  especially  applies  to  those  furnished 
with  sharp  points  or  edges.  Foreign  bodies  are  usually  impacted  in  the 
narrower  parts  of  the  bowel,  such  as  the  ileo-csecal  valve. 

ENTEROLITHS  are  usually  found  in  the  rectum  and  they  may  reach 
an  enormous  size  and  may  be  very  hard  ; they  are  also  met  with  in  the 
caecum.  Their  nuclei  may  be  composed  of  portions  of  food  such  as  the  shells 
of  nuts  or  cherry-stones  and,  in  addition,  they  generally  contain  salts  of  lime 
and  magnesia. 

GALL-STONES.  — Intestinal  obstruction  by  gall-stones,  although  rare, 
is  well  known.  A gall-stone  that  can  pass  into  the  bowel  through  the  common 
duct  can  hardly  be  large  enough  to  cause  intestinal  obstruction,  and  it  is 
probable  that  those  sufficiently  large  to  do  this  find  their  way  by  ulceration 
from  the  gall  bladder  into  the  duodenum.  These  stones  do  not  occlude 

the  intestine  by  reason  of  their  large  size.  What  usually  happens  is  that 

spasm  of  the  intestine  occurs  below  the  stone  and  the  latter  lies  on  the 
top  of  this  contraction  and  completes  the  closure  of  the  intestinal  lumen. 
After  death  the  stone  in  these  cases  is  often  found  lying  quite  loose  in  the 
bowel.  The  two  principal  situations  in  which  obstruction  from  this  cause 
occurs  are  in  the  duodenum  itself  or  at  the  ileo-csecal  valve. 

These  foreign  bodies  give  rise  to  a form  of  obstruction  which  is  often  more 
or  less  acute,  with  such  symptoms  as  griping  pains  in  the  abdomen,  tenderness 
and  perhaps  sickness.  The  foreign  body  gives  rise  to  inflammation  of  the 
bowel  in  which  it  lies  and  dilatation  occurs  above  as  in  other  forms  of  obstruc- 
tion. A correct  diagnosis  is  seldom  made  although  sometimes  a gall-stone  is 
diagnosed  by  the  symptoms,  the  previous  occurrence  of  bad  attacks  of  biliary 
colic  and  the  presence  of  a tender  swelling.^  The  X-rays  are  of  no  use  in  the 
diagnosis. 

* In  showing  gall-stones  removed  from  the  intestine  during  life  at  the  Pathological  Society 
on  Jan.  7th,  1902,  Mr.  Barnard  said  that  he  had  been  able  to  diagnose  the  condition  in  two 
cases  by  the  following  symptoms  : intense  pain  in  the  gall-bladder  region,  violent  vomiting, 
disappearance  of  the  pain  from  the  region  of  the  gall-bladder,  and  its  reappearance  after  a few 
hours  in  the  umbilical  region  somewhat  less  severe  than  before  and  accompanied  by  less 
marked  vomiting  : no  complete  constipation. 
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POLYPI. — Intestinal  polypi  may  also  give  rise  to  incomplete  obstruction; 
they  very  rarely  cause  complete  occlusion.  They  are  commonly  adenomata, 
though  sometimes  they  may  be  fibromata,  fibro-myomata,  lipomata  or  cysts, 
'riiey  usually  have  a narrow  pedicle  of  mucous  and  sub-mucous  tissue.  'Fhey 
give  rise  to  bleeding  and  excessive  secretion  of  mucus,  and  may  be  mistaken 
for  malignant  tumours  ; they  are  not  infrequently  multiple. 

Treatment — Of  foreign  bodies. — This  consists  in  the  removal  of 
the  foreign  body.  When  it  is  impacted  in  the  small  intestine  this  may  be 
done  by  a median  laparotomy  from  the  umbilicus  downwards.  When  the 
abdomen  is  opened  the  seat  of  the  impaction  will  be  sought  for  as  in  chronic 
obstruction  (see  p.  364),  and  the  affected  portion  of  the  intestine  should  be 
pulled  out  of  the  wound,  clamped  above  and  below,  opened  and  the  foreign 
body  removed.  It  is  well  to  open  the  intestine  above  and  not  immediately 
over  the  foreign  body,  as  the  wall  of  the  bowel  in  the  latter  situation  is  usually 
inflamed  and  sutures  may  not  hold  satisfactorily  in  it,  while  it  is  generally 
easy  to  extract  the  foreign  body  from  above  either  whole  or  piecemeal.  The 
incision  in  the  bowel  is  closed  in  the  usual  way ; as  a rule  a single  continuous 
Lembert  suture  suffices. 

Of  polypi. — The  loop  of  bowel  affected  is  brought  out  of  the  wound, 
clamped  above  and  below  and  the  wall  divided  over  the  tumour ; after  trans- 
fixing the  pedicle  by  a double  ligature  the  growth  is  snipped  off.  The  closure 
of  the  intestine  is  carried  out  in  the  usual  way  by  a line  of  continuous 
Lembert  suture  (see  p.  213).  In  the  very  rare  cases  where  the  tumour  is 
sessile  it  may  be  necessary  to  excise  the  portion  of  the  intestinal  wall. 

F^CAL  IMPACTION.  — One  of  the  most  important  conditions  that 
gives  rise  to  chronic  intestinal  obstruction  is  faecal  accumulation  or  faecal 
impaction.  Patients  who  suffer  from  this  affection  are  generally  the  subjects 
of  long-continued  constipation  and  a peculiar  sluggish  condition  of  the 
alimentary  canal  accompanied  by  the  formation  of  indurated  faecal  masses. 
The  impaction  may  occur  in  any  part  of  the  large  intestine..  Usually  the 
faecal  masses  are  in  the  rectum  when  of  course  the  diagnosis  is  quite  clear ; 
this  subject  will  be  considered  in  connection  with  the  rectum.  Above  the 
rectum,  impaction  most  frequently  occurs  in  the  ctecum  and  about  the  flexures 
where  a definite  tumour  may  form  ; sometimes  the  whole  of  the  colon  may  be 
one  mass  of  indurated  faeces.  The  process  is  a gradual  one  and  there  is 
generally  no  sudden  and  complete  obstruction  such  as  takes  place  in  connec- 
tion with  a tumour.  Besides  the  symptoms  of  obstruction  the  patient  often 
suffers  from  a spurious  diarrhoea  which  is  due  to  the  formation  of  a quantity 
of  mucus  consequent  on  colitis.  The  patient  suffers  in  health,  becoming 
emaciated  and  pasty  in  colour  from  the  absorption  of  the  faecal  material. 

The  diagnosis  is  very  important  because  the  mistake  generally  made  is  to 
confound  an  organic  stricture  with  this  condition  and  this  leads  to  delay  in 
calling  in  surgical  intervention  in  cases  urgently  requiring  it.  As  a matter  of 
fact  faecal  accumulation  leading  to  complete  intestinal  obstruction  is  rare  and, 
in  an  oldish  patient,  it  certainly  is  not  the  first  thing  that  ought  to  be  thought 
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of ; whereas  unfortunately  it  generally  is.  Besides  this,  the  onset  of  the 
symptoms  is  usually  less  severe  and  less  sudden  than  where  a strictured 
portion  of  the  intestine  has  become  blocked. 

Treatment. — The  chief  reliance  must  be  placed  on  enemaia  of  simple 
soap  and  water  or  plain  hot  water  which  should  rather  take  the  form  of 
irrigation  of  the  bowel  than  of  an  ordinary  enema.  For  this  purpose  a 
double  tube  is  often  used  so  that  the  water  can  escape  freely.  An  india-rubber 
tube  six  inches  long  is  introduced  three  or  four  inches  up  the  rectum  and  the 
anus  is  carefully  packed  round  to  prevent  the  escape  of  the  fluid  beside  it. 
I'he  buttocks  are  elevated  on  a pillow,  and  a large  quantity  of  fluid,  some- 
times m.any  gallons,  is  run  into  the  intestine  by  means  of  a funnel.  If  the 
fluid  be  hindered  from  running  away  at  once  it  will  gravitate  upwards  into  the 
colon  and  reach  the  lower  end  of  the  faecal  mass  and  frequent  repetition  of 
these  douches  will  ultimately  soften  and  bring  the  masses  away.  The  irriga- 
tions may  be  employed  three  or  four  times  a day  for  a quarter  of  an  hour  or 
longer  at  a time.  Once  or  twice  a day  an  ordinary  enema  containing  about  a 
drachm  of  turpentine  may  be  administered.  The  long  tube  usually  employed 
in  these  cases  has  no  particular  advantage  and  in  unskilful  hands  is  actually 
dangerous ; it  is  practically  impossible  to  introduce  it  into  the  sigmoid  flexure 
and  attempts  to  do  so  may  seriously  injure  the  wall  of  the  bowel. 

Perhaps  the  most  efficient  agent  in  moving  on  these  fecal  masses  is  the 
Faradic  current.  One  electrode  is  introduced  into  the  rectum  while  the  other 
is  applied  over  the  fecal  mass  and  a current  mild  enough  not  to  cause  pain  is 
employed.  Some  surgeons  strongly  urge  the  employment  of  the  Faradic 
current  at  the  very  beginning  of  the  case  as  a means  of  diagnosis,  holding  that, 
if  it  fails  to  dislodge  the  mass,  the  case  is  one  of  stricture  and  not  fecal  accumu 
lation.  At  any  rate,  when  the  mass  has  been  softened  by  the  irrigation  and 
the  administration  of  small  doses  of  salines  by  the  mouth  for  a day  or  two,  the 
current  should  be  employed,  and  if  it  fail  the  question  of  operative  interference 
must  be  seriously  considered.  Operative  procedures  for  true  fecal  accumula- 
tion are  practically  never  called  for.  No  doubt  it  is  possible  to  force  on  the 
fecal  mass  by  grasping  the  colon  through  an  abdominal  incision,  but  pro- 
longed irrigation  and  electricity  will  effect  the  purpose  with  less  risk,  and 
operative  interference  is  only  justifiable  when  these  measures  fail  and  the 
diagnosis  has  become  so  doubtful  that  it  is  necessary  to  ascertain  whether 
there  be  an  organic  stricture  or  not. 

The  drugs  most  useful  are  those  that  give  rise  to  increased  exudation  of 
fluid  into  the  intestine  without  any  sudden  violent  purgative  action  and  which 
increase  its  peristaltic  power.  Of  the  former  class  salines,  such  as  phosphate 
of  soda  in  drachm  doses  every  four  hours,  sulphate  of  magnesia  in  drachm 
doses  night  and  morning  or  small  doses  of  the  various  mineral  waters  are  the 
best ; not  until  there  are  signs  that  the  accumulated  materials  are  softening 
and  tending  to  move  onward  should  more  violent  purgatives,  such  as  calomel, 
or  castor  oil  be  administered.  When  this  is  happening,  purgatives  will  be 
very  u.seful  in  facilitating  the  discharge  of  the  material.  Of  the  drugs  which 
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increase  the  peristaltic  power  of  the  intestine,  belladonna  and  strychnine  are 
the  best.  Strychnine  may  be  administered  subcutaneously  (one-sixtieth  of  a 
grain  three  or  four  times  a day).  Belladonna  may  be  given  in  a pill  combined 
with  a little  rhubarb  and  nux  vomica,  as  in  the  following  prescription  : 


Salol  in  ten-grain  cachets  three  times  a day  may  be  employed  to  diminish  the 
decomposition  of  the  intestinal  contents  and  thus  to  lessen  the  poisoning  of 
the  patient. 


R Pulv.  Rhei.,  - 

Ext.  Belladonn.  virid., 
PNt.  Nucis  Vom., 


gr.  1. 
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g*-.  i- 
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CHAPTER  XX. 


INFLAMMATORY  AFFECTIONS  OF  THE  INTESTINES. 

The  inflammatory  affections  of  the  intestine  of  special  surgical  interest 
are  those  accompanied  by  peritonitis ; of  these  the  chief  are  appendicitis, 
intestinal  perforations  and  the  tuberculous  affections  of  the  intestine. 
The  most  important  and  frequent  of  these  is  appendicitis. 

The  inflammatory  affections  of  the  intestinal  mucous  membrane  do  not 
often  come  under  the  surgeon’s  care ; we  have  already  dealt  with  duodenal 
ulcer  in  connection  with  ulcer  of  the  stomach  (see  Chap.  XIV.),  and  tuber- 
culous ulceration  of  the  intestine  has  been  referred  to  (see  p.  351)  and  will 
again  be  dealt  with  in  connection  with  tuberculous  peritonitis  (see  Chap. 
XXI.).  Apart  from  the  production  of  intestinal  obstruction,  tuberculous 
peritonitis  or  perforation,  this  form  of  intestinal  ulceration  does  not  come 
within  the  range  of  surgery  except  when  situated  low  down  in  the  rectum. 


PERFORATION  OF  THE  INTESTINE  DURING  TYPHOID  FEVER. 

Perforation  is  not  uncommon  in  typhoid  fever  and  of  late  years  attempts 
have  been  made  to  prevent  by  operation  the  fatal  peritonitis  which  must 
otherwise  result,  and  in  a certain  number  of  cases  the  attempt  has  been  suc- 
cessful ; indeed  we  may  look  upon  operation  as  a legitimate  procedure, 
provided  the  condition  be  seen  and  recognised  early.  There  is  however 
always  a certain  difficulty  in  diagnosing  the  perforation  and  it  is  possible  that 
when  the  faecal  extravasation  is  very  slight  the  condition  passes  unrecognised 
and  recovery  may  take  place.  In  typical  cases  the  symptoms  are  similar  to 
those  of  perforation  due  to  other  causes,  and  are  chiefly  sudden  shock,  intense 
pain  and  violent  vomiting.  In  some  cases  the  patient’s  previous  condition 
has  been  so  bad  and  the  shock  is  so  profound  that  it  is  clearly  impossible  to 
intervene ; but  when  the  case  is  seen  within  a few  hours  after  the  occurrence 
of  the  perforation  and  the  general  condition  is  fairly  good,  the  abdomen 
should  be  opened  in  the  middle  line,  any  extravasated  material  cleaned  away, 
as  for  rupture  of  the  intestine  (see  p.  303),  and  the  lower  end  of  the  ileum 
examined  for  perforation.  This  is  usually  found  readily  and  an  attempt 
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should  be  made  to  close  it.  Sometimes  a few  Lembert’s  sutures  will  suffice ; 
when  the  edges  of  the  opening  are  extremely  thin  it  may  be  necessary  to  cut 
away  the  margins  of  the  ulcer  and  this  should  be  done  in  such  a way  as  to 
make  the  long  axis  of  the  incision  parallel  to  that  of  the  intestine.  The 
opening  is  closed  by  a row  of  Lembert’s  sutures.  The  patient  is  always  too 
feeble  to  permit  of  excision  of  the  affected  portion  of  the  intestine ; moreover, 
the  typhoid  ulceration  elsewhere  would  preclude  such  a procedure.  If  the 
case  be  seen  early,  the  extravasation  is  quite  limited  and  there  is  no  need  to 
resort  to  irrigation  of  the  abdomen  ; sponging  will  suffice,  after  which  a small 
drain  should  be  inserted  down  to  the  seat  of  the  perforation.  In  cases  of 
localised  perforation  suppuration  has  occasionally  occurred  and  a local  abscess 
has  formed ; under  these  circumstances  the  abscess  should  be  incised  and 
drained  in  the  usual  way. 


DYSENTERIC  ULCERATION. 

In  a few  cases  of  acute  dysentery,  when  the  patients  were  going  steadily 
downhill,  attempts  have  been  made  to  give  rest  to  the  bowel  and  so  to  enable 
recovery  to  take  place  by  opening  the  intestine  above  the  seat  of  the  inflam- 
mation. In  the  chronic  form  this  is  generally  recognised  as  a suitable  method 
of  promoting  healing  of  the  ulceration,  quite  apart  from  the  question  of  sub- 
sequent constriction.  We  have  ourselves  operated  once  for  acute  dysentery 
and  several  times  in  the  chronic  form  with  the  most  successful  results.  We 
open  the  ascending  colon  just  beyond  the  caecum  and  keep  the  opening  patent 
for  some  months,  especially  in  the  chronic  cases,  so  as  to  allow  the  ulceration 
to  heal  thoroughly.  When  this  has  happened,  the  opening  should  be  closed. 
It  bas  been  suggested  to  open  the  lower  end  of  the  ileum  or  the  caecum. 
With  regard  to  opening  the  lower  end  of  the  ileum  it  may  be  said  that,  while 
no  doubt  the  subsequent  closure  of  the  artificial  anus  is  more  easily  carried 
out,  a great  objection  to  an  artificial  anus  in  this  situation  is  that  the  faecal 
material  is  often  excessively  irritating  and  leads  to  an  eczematous  condition  of 
the  skin,  and  thus  it  is  impossible  to  keep  the  opening  patent  long  enough. 
In  the  caecum  it  is  almost  impossible  to  get  any  sort  of  spur  and  hence  one  of 
the  reasons  for  opening  the  intestine,  namely,  the  diversion  of  the  flow  of 
faeces,  is  entirely  defeated ; moreover,  here  also  the  contents  are  sometimes 
irritating  and  lead  to  the  same  skin  troubles.  It  is  for  these  reasons  that  we 
open  the  ascending  colon  at  its  commencement,  which  after  all  is  usually 
above  the  seat  of  the  inflammation.  The  opening,  though  more  difficult  to 
close  subsequently  than  a small  intestine  fistula,  gives  a fairly  efficient, 
though  not  a perfect,  spur.  The.  operation  is  the  same  as  that  already 
described  for  right  colotomy  (see  p,  360)  and  should  be  done  through  the 
peritoneum  and  not  behind  it. 

The  remarkable  thing  in  our  cases,  and  it  has  been  noted  by  others,  is 
that  the  trouble  ceased  as  soon  as  the  intestine  was  brought  out  of  the  wound 
and  before  it  was  opened.  In  fact  we  have  left  the  intestine  unopened  for 
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several  days  and  yet,  from  the  time  that  the  loop  of  bowel  was  brought  out, 
the  tenesmus  and  diarrhoea  ceased.  'I'he  same  has  been  our  experience  in 
the  case  of  membranous  colitis.  What  the  explanation  of  this  may  be  or 
whether  it  is  a fairly  constant  phenomena  we  are  quite  unable  to  say. 

An  additional  reason  for  opening  the  intestine  in  these  cases,  apart  from 
the  rest  given  to  the  lower  part  of  the  bowel  by  the  diversion  of  the  fecal 
material,  is  that  the  entire  large  intestine  from  the  cascum  to  the  anus  may  be 
irrigated  with  suitable  antiseptic  and  astringent  solutions.  Boracic  lotion 
may  be  employed  or  mild  astringents,  such  as  weak  nitrate  of  silver  (gr.  i to 
the  oz.).  The  irrigation,  repeated  once  or  twice  daily,  may  be  readily  done 
by  introducing  a soft  india-rubber  tube  through  the  distal  end  of  the  artificial 
opening  and  gradually  filling  up  the  large  intestine  with  the  solution.  The 
escape  of  the  fluid  is  provided  for  by  a large-sized  tube  introduced  through 
the  anus. 


COLITIS. 

Acute  ulcerative  colitis,  although  rare,  is  unfortunately  extremely 
fatal  and,  although  we  have  not  actually  had  the  opportunity  of  performing 
colotomy  here,  it  seems  to  us  highly  desirable  to  do  so. 

Membranous  colitis  is  often  extremely  troublesome  and  we  have  in 
one  instance  performed  a right-sided  colotomy  with  marked  benefit.  The 
condition  improved  immediately  after  the  operation  and  in  six  months’  time 
the  colotomy  wound  was  closed  and  the  patient  remained  quite  well  for  a 
considerable  period  and  at  the  present  time,  between  three  and  four  years  after 
the  operation,  the  affection  is  quite  under  control,  although  the  patient 
occasionally  passes  membranous  shreds. 

APPENDICITIS. 

The  question  whether  typhlitis  or  perityphlitis  exists  apart  from  appen- 
dicitis is  still  discussed,  but  there  is  no  doubt  that  the  diseases  formerly 
classed  as  typhlitis  and  perityphlitis  were  really  cases  of  appendicitis  and, 
although  possibly  a localised  typhlitis  or  perityphlitis  may  occur  from  ster- 
coral or  other  forms  of  ulceration,  the  condition  must  be  so  rare,  judging  by 
the  results  of  operative  work,  that  it  needs  no  consideration. 

ANATOMY. — The  vermiform  appendix  is  a rudimentary  organ  which  re- 
presents the  large  caecum  in  herbivorous  animals  but  which  apparently  performs 
no  essential  function  in  the  human  body.  It  springs  from  the  postero- 
internal aspect  of  the  caecum  a little  below  the  ileo-ctecal  junction  and  is 
readily  found  by  tracing  down  the  anterior  longitudinal  muscular  band  of 
the  large  intestine.  The  root  of  the  appendix  is  fairly  constant  in  situation 
and  corresponds  on  the  abdominal  wall  to  the  spot  known  clinically  as 
“ MacBurney’s  point  ” ; this  is  at  the  junction  of  the  outer  and  middle  thirds 
of  a line  drawn  from  the  umbilicus  to  the  anterior  superior  iliac  spine.  The 
process  is  usually  from  three  to  four  inches  long  in  adults  ; it  may  however 
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be  considerably  longer  and  is  always  provided  with  a meso-appendix  con- 
taining its  vessels.  The  tip  of  the  appendix  usually  hangs  free,  and  its 
position  varies  considerably ; in  the  majority  of  cases  it  runs  downwards  and 
to  the  inner  side  of  the  CcCCum  ; in  some  however  it  lies  behind  this  structure 
and  the  ascending  colon,  while  in  others  again  it  hangs  down  over  the  pelvic 
brim  and  is  not  infrequently  found  in  Douglas’s  pouch  or  even  adherent  to 
the  rectum.  The  appendix  is  practically  always  intra-peritoneal ; it  has  been 
asserted  that  the  peritoneum  may  be  so  arranged  that  the  sub-peritoneal  tissue 
in  the  outer  part  of  the  iliac  fossa  becomes  directly  involved  in  inflammation 
and  perforation  of  the  process,  but  this  is  very  doubtful. 

'Fhe  appendix  consists  of  mucous,  sub-mucous,  muscular  and  peritoneal 
coats.  The  first  two  are  rich  in  lymphoid  tissue,  and  the  mucous  surface  is 
lined  with  cylindrical  epithelium  arranged  as  in  Lieberkiihn’s  follicles ; 
apparently  a free  secretion  of  mucus  takes  place  when  there  is  any  inflam- 
matory condition.  At  the  junction  of  the  appendix  with  the  ctecum  there 
is  a valve,  and  a much  debated  point  is  how  far  faecal  matter  can  penetrate 
into  the  appendix  and  how  far  it  does  so  under  normal  conditions.  It  has 
been  said  that  the  concretions  so  frequently  found  in  the  appendix  are 
really  formed  in  the  caecum  and  find  their  way  thence  into  the  appendix, 
while  others  assert  that  these  bodies  actually  form  in  the  appendix  itself ; 
■certainly  a material  apparently  foecal  is  not  infrequently  found  in  the 
appendix,  but  it  seems  most  probable  that  the  concretions  are  really  formed 
in  the  latter  by  the  deposit  of  lime  salts  either  on  portions  of  hardened  mucus 
or  possibly  on  faecal  material  which  has  got  into  the  tube. 

PATHOLOGY.' — A great  variety  of  pathological  conditions  may  be  met 
with.  Thus,  in  the  common  condition  termed  catarrhal  appendicitis  the 
mucous  membrane  is  inflamed  and  somewhat  thickened  and  there  is  increased 
secretion  of  mucus  but  no  extension  of  the  inflammation  to  the  other  coats. 
'Fhe  causes  of  this  condition  are  not  at  all  clear.  It  is  generally  attributed  to 
errors  in  diet,  whilst  some  look  upon  it  as  of  rheumatic  origin  not  unlike 
some  cases  of  tonsillitis.  True  catarrhal  appendicitis  usually  runs  a short 
and  favourable  course  and  may  not  recur.  Similar  causes  to  those  which 
led  to  the  attack  may  however  give  rise  to  a recurrence  of  the  trouble  and 
ultimately  changes  may  occur  in  the  mucous  membrane  which  will  establish 
a typical  relapsing  appendicitis. 

Another  not  uncommon  form  is  obliterative  appendicitis.  This  is 
essentially  a relapsing  form  of  appendicitis  and  ends  in  destruction  of  the 
mucous  membrane  and  obliteration  of  the  lumen  of  the  process.  The  chief 
danger  in  these  cases  is  that  the  obliteration  of  the  appendix  may  not  proceed 
uniformly  from  the  tip  onwards  but  may  commence  near  the  root  of  the 
process  leaving  a tract  of  unobliterated  mucous  membrane  which  may 
become  inflamed  and  which,  if  infected  with  pyogenic  organisms,  may 
lead  to  a grave  form  of  appendicitis. 

Stricture  of  the  appendix  may  be  met  with,  usually  about  three-quarters 
of  an  inch  from  the  valve.  This  prevents  the  escape  of  secretions  and  very 
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serious  results  may  follow  if  bacteria  find  their  way  into  the  appendix  beyond 
the  stricture.  The  stricture  may  be  due  to  obliterative  appendicitis,  but  it  is 
not  uncommonly  caused  by  adhesions  outside  the  process,  or  still  more 
frequently  by  the  kinking  of  an  appendix  which  is  more  or  less  rigid  from 
inflammation  of  all  its  coats ; the  kinking  is  rendered  permanent  by  a certain 
amount  of  peritonitic  adhesion.  This  condition  gives  rise  to  recurrent 
attacks  of  appendicitis,  and  the  part  beyond  the  kink  or  stricture  may 
become  infected  at  any  time ; there  will  then  be  suppuration  in  that  portion 
with  possibly  gangrene  and  perforation. 

Foreign  bodies  or  concretions  are  also  met  with  in  the  appendix.  Foreign 
bodies  entering  from  the  intestines  are  comparatively  rare,  and  as  a rule 
those  met  with  are  concretions  formed  in  the  interior  of  the  canal.  They 
are  usually  found  near  the  apex  and,  as  they  increase  in  size,  they  act  as 
irritants  and  may  lead  to  ulceration  of  the  mucous  membrane  and  extension 
of  the  inflammation  to  the  peritoneum  or  to  perforation. 

d'he  most  serious  condition  of  all  is  gangrene  of  the  appendix,  and  there 
is  a definite  group  of  cases  termed  fulmmating  appejidicitis"  in  which 
gangrene  of  a considerable  portion  or  sometimes  of  the  whole  appendix 
occurs  rapidly.  The  gangrene  is  no  doubt  due  to  a blockage  of  the  vessels 
interfering  with  the  blood-supply  to  the  process,  or  the  condition  may 
be  in  the  first  instance  a bacteric  infection  in  the  cavity  of  the  appendix 
leading  to  a thrombosis  of  the  veins  in  the  meso-appendix  and  consequent 
gangrene  of  the  process.  Gangrenous  appendicitis  is  very  fatal,  death  some- 
times occurring  in  a few  hours. 

COMPLICATIONS.  — The  further  results  of  appendicitis  are  the  occur- 
rence of  localised  abscesses  around  the  appendix,  diffuse  suppurative 
peritonitis,  or  thrombosis  and  portal  pyaemia  or  pylephlebitis. 

CLINICAL  CLASSIFICATION. — The  cases  met  with  clinically  may 
be  classified  as  follows: — i.  Catarrhal  appendicitis;  2,  Cases  depending  on 
more  permanent  changes  in  the  appendix  and  usually  taking  the  form  of : 
3,  Relapsing  appendicitis  without  suppuration  ; 4,  Suppurative  appendicitis ; 
and  5,  Fulminating  and  perforating  appendicitis.  It  must  not  however  be 
supposed  that  it  is  easy  to  distinguish  between  these  various  forms  during 
an  attack.  The  diagnosis  of  acute  appendicitis  is  usually  easy  enough,  but 
the  decision  as  to  the  form  of  the  disease  and  the  course  that  it  will  run  is 
very  far  from  easy,  ^\■e  shall  first  sketch  out  the  typical  course  of  each  form 
and  we  shall  afterwards  deal  with  the  subject  from  the  point  of  view  of  the 
appearances  met  with  in  the  individual  cases. 

1.  Catarrhal  appendicitis. — The  attack  varies  in  severity,  but  only 
those  in  which  the  symptoms  are  quite  slight  can  be  classed  as  purely 
catarrhal.  Any  symptom  pointing  to  invasion  of  the  peritoneum  at  once 
removes  the  case  from  the  category  of  a mere  catarrhal  appendicitis.  As  a 
rule  the  attack  commences  acutely  ; the  patient  is  suddenly  seized  with  pain 
in  the  abdomen  of  a griping  character,  most  marked  about  tbe  umbilicus, 
and  Li.sually  there  is  vomiting  after  the  pain  has  lasted  a short  time.  'The 
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pain  soon  changes  its  character  and  situation,  the  colic  passing  off  and 
leaving  a more  constant  burning  pain  in  the  right  iliac  fossa,  where  there  is 
generally  considerable  tenderness  on  pressure.  There  is  some  slight  rigidity 
of  the  abdominal  wall  and  there  may  be  a little  distension  and  some  con- 
stipation. The  temperature  may  run  up  to  102°  or  103°  F.  The  duration 
of  the  attack  is  comparatively  short ; the  temperature  usually  begins  to  fall 
within  twenty-four  hours  and  the  attack  passes  off  in  two  or  three  days 
leaving  possibly  a little  tenderness  in  the  iliac  region.  It  is  probable  that 
catarrhal  appendicitis  is,  as  many  physicians  assert,  quite  common ; indeed 
the  symptoms  may  be  much  less  marked  than  those  we  have  mentioned. 
There  may  be  no  vomiting  and  merely  a little  uneasiness  in  the  side,  so  that 
the  symptoms  are  often  put  down  by  the  patient  to  indigestion.  By  surgeons 
however  this  form  is  rarely  met  with ; in  the  cases  to  which  they  are  called 
there  are  usually  much  more  severe  changes  found  in  the  appendix  on 
operation. 

2.  Appendicitis  with  local  peritonitis. — ^Ve  are  strongly  inclined  to 
regard  any  case  with  severer  symptoms  than  those  above  described  as 
indicating  some  graver  pathological  change  than  a mere  catarrh  of  the 
mucous  membrane.  In  the  purely  catarrhal  cases  there  may  be  no  recur- 
rence of  the  trouble,  or  at  some  later  period  there  may  be  other  similar 
attacks,  but  the  occurrence  of  repeated  attacks  generally  indicate  more 
extensive  changes  than  those  occurring  in  a mere  catarrh,  and  in  that 
case  the  attacks  may  become  increasingly  severe  and  accompanied  by 
grave  changes  in  the  appendix. 

The  commencement  of  this  form  of  the  disease  is  sudden  and  is  marked 
by  a feeling  of  illness,  severe  colic  referred  to  the  epigastrium,  and  vomiting. 
The  latter  is  usually  only  an  initial  symptom  and  ceases  when  the  stomach 
has  been  emptied.  In  a few  hours  the  pain  becomes  distinctly  located  in  the 
right  iliac  fossa.  The  temperature  rises  to  102°  or  103°  F.  and  there  is 
rigidity  of  the  abdomen,  constipation,  some  distension  and  all  the  symptoms 
of  acute  inflammatory  fever.  The  rigidity  of  the  abdomen  is  usually  most 
marked  on,  and  sometimes  entirely  limited  to  the  right  side,  but  in  the  early 
or  in  the  late  stages  it  may  be  diffused  over  the  abdomen.  In  24  to  48  hours 
there  is  generally  dulness  in  the  region  of  the  appendix.  The  pain  is  most 
marked  about  MacBurney’s  point  and,  if  the  abdominal  rigidity  can  be  over- 
come, a fulness  can  often  be  made  out  in  the  iliac  fossa. 

The  whole  set  of  symptoms  points  to  a serious  appendicitis  with  extension 
of  the  inflammation  to  the  peritoneal  surface  both  of  the  process  itself  and  of 
the  intestine  in  the  vicinity ; were  the  parts  exposed,  the  appendix  and  the 
various  coils  of  intestine  around  it  would  be  found  glued  together  by  lymph. 
'I'hese  symptoms  generally  indicate  inflammation  in  connection  with  a cal- 
culus in  the  appendix  or  with  a kink  or  stricture ; they  may  however  indicate 
an  actual  perforation,  although  the  symptoms  are  then  usually  more  severe. 
The  condition  may  end  in  resolution  or  may  go  on  to  suppuration  ; the  latter 
cases  are  dealt  with  separately  {vide  infra). 
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\Vhen  resolution  occurs,  the  temperature  begins  to  fall  about  the  second 
day  and  generally  reaches  the  normal  at  the  end  of  a week,  and  there  it 
should  remain  if  no  suppuration  has  occurred.  I'he  rigidity  of  the 
abdomen  soon  diminishes  and  the  fulness,  which  is  not  a hard  swelling  as 
it  is  when  suppuration  is  occurring,  gradually  decreases ; in  an  ordinary 
attack  the  patient  ought  to  be  almost  well  at  the  end  of  two  or  three 
weeks. 

3.  Relapsing  appendicitis. — These  cases  however  are  very  prone  to 
relapse  and  the  relapse  may  occur  either  after  a long  interval  of  complete 
health  or  the  patient  may  hardly  have  recovered  from  one  attack  before 
another  occurs.  These  relapses  indicate  the  presence  of  some  of  the  per- 
manent changes  to  which  we  have  already  referred  (see  p.  372).  Early  and 
frequent  relapses  usually  indicate  the  presence  of  a concretion  or  inflamma- 
tion and  ulceration  of  the  mucous  membrane  beyond  a kink  or  stricture. 
A\'hen  long  intervals  occur  between  the  attacks  obliterative  appendicitis  is 
more  usually  found;  this  however  may  be  complicated  with  distension ’and 
inflammation  of  the  process  beyond  the  stricture. 

In  some  cases  the  symptoms  are  not  so  acute  but  the  relapses  are  very 
frequent.  The  pain  is  then  often  of  a very  acute  colicky  character  lasting  a 
few  hours,  but  not  accompanied  by  any  marked  swelling,  any  distinct  peri- 
tonitis or  much  fever;  the  patient  may  be  confined  to  bed  for  weeks  with 
recurrent  attacks  of  this  pain  every  two  or  three  days.  This  condition  is 
termed  appendicular  colic'’’  and  often  indicates  a concretion  or  a stricture 
with  distension  of  the  appendix  beyond.  At  any  time  this  appendicular 
colic  may  pass  into  the  more  serious  acute  appendicitis. 

4.  Acute  suppurative  appendicitis.— Suppuration  may  occur  with 
or  without  perforation  of  the  appendix.  The  latter  group  of  cases  must  be 
kept  distinct  from  the  gangrenous  form ; in  them  suppuration  is  not  the 
initial  occurrence  but  takes  place  after  a period  of  peritonitis  giving  rise  to  a 
matting  of  the  intestines  around  the  appendi-x,  which  is  thus  shut  off  from  the 
general  peritoneal  cavity.  Suppuration  without  perforation  is  quite  common. 
The  pus  generally  contains  the  bacillus  coli  communis  and  pyogenic  cocci, 
and  it  is  not  certain  which  of  these  is  the  most  active  agent  in  producing  the 
suppuration.  When  suppuration  occurs  without  perforation  the  pyogenic 
cocci  are  probably  the  main  agents,  while  in  a localised  peritonitis  without 
suppuration  we  may  assume  that  the  main  bacterium  at  work  is  the  bacillus 
coli  communis. 

The  symptoms  vary  very  much  in  severity.  As  a rule  they  commence 
quite  acutely  and  present  all  the  symptoms  of  acute  appendicitis  {vide  supra). 
'I’here  is  often  a rigor  at  the  onset,  although  this  is  not  essential,  nor  does  it 
necessarily  indicate  suppuration  ; it  is  always  however  a suspicious  feature. 
After  two  or  three  days  the  patient,  instead  of  improving,  as  he  should  do 
were  the  case  of  the  non-suppurative  form,  continues  ill,  the  temperature 
remains  high,  the  tenderness  increases  not  only  in  severity  but  in  extent,  the 
rigidity  on  the  right  side  becomes  practically  absolute,  and  a distinct  lump, 
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more  or  less  hard  in  character,  can  be  felt.  This  lump  may  be  dull  on  per- 
cussion, but  it  may  sometimes  be  quite  tympanitic  from  development  of  gas  in 
the  abscess  cavity.  In  the  great  majority  of  cases  we  may  assume  that,  if  the 
acute  symptoms  last  for  five  days  without  improvement,  suppuration  has 
occurred,  and  the  absence  of  general  peritonitic  symptoms  implies  that  this 
is  taking  the  form  of  a localised  abscess.  Some  authorities  put  the  duration 
of  these  severe  symptoms  at  an  even  shorter  period,  and  no  doubt  in  young 
children  suppuration  occurs  more  rapidly  than  in  adults.  In  some  cases 
suppuration  only  sets  in  after  the  third  or  fourth  day  and  then  very  often 
marks  the  occurrence  of  a perforation ; fortunately  the  appendix  is  by  that 
time  shut  off  and  only  a localised  abscess  develops.  An  increase  in  the 
severity  of  the  symptoms  and  the  onset  of  suppuration  is  very  often 
apparently  induced  by  injudicious  attempts  to  obtain  an  action  of  the 
bowels.  The  patient  is  prone  to  attribute  his  troubles  to  constipation  and 
either  he  or  his  medical  attendant  attempt  to  overcome  this  by  strong 
purgatives ; there  is  nothing  more  calculated  to  convert  a simple  into  a 
suppurative  appendicitis. 

It  must  not  however  be  supposed  that  when  the  symptoms  are  less  severe 
suppuration  will  not  occur.  It  is  not  at  all  uncommon  for  the  symptoms 
to  improve  after  the  second  or  third  day  and  for  the  temperature  to  fall 
almost  to  normal,  and  then  to  become  irregular ; the  occurrence  of  an  irregular 
temperature  several  days  after  the  commencement  of  an  acute  appendicitis 
which  has  temporarily  improved  almost  always  indicates  suppuration,  and 
this  is  rendered  more  certain  if  the  swelling  in  the  iliac  fossa  persists  or 
increases  in  size.  In  several  cases  we  have  found  pus  around  an  appendix 
when  the  symptoms,  with  the  exception  of  the  swelling,  had  completely 
subsided,  so  that  the  occurrence  of  suppuration  is  not  at  all  easy  to  diagnose. 
The  three  chief  points  are  persistence  of  the  acute  symptoms  after  the  fourth 
day,  the  development  of  an  irregular  temperature  after  subsidence  of  the 
acute  symptoms  and  a persistent  swelling  after  the  acute  symptoms  have 
passed  off. 

The  situation  and  further  course  of  the  abscess  vary  widely  in  different 
cases.  As  a matter  of  fact,  when  the  pus  is  shut  off  by  adhesions,  it  is  only 
comparatively  rarely  that  rupture  of  the  abscess  wall,  followed  by  a general 
peritonitis,  occurs ; but  when  there  have  been  injudicious  manipulations,  or 
when  the  bowels  have  been  much  irritated  with  strong  cathartics,  such  an 
accident  may  happen.  In  the  great  majority  of  cases,  however,  an  abscess 
once  formed  remains  localised,  although  it  increases  in  size  with  varying 
rapidity.  The  situation  of  the  pus  varies  according  to  the  position  of  the 
appendix  and  the  part  involved.  Perhaps  the  most  common  situation  is 
towards  the  outer  side  of  the  right  iliac  fossa.  Sometimes  the  abscess 
develops  in  the  true  pelvis,  presumably  in  connection  with  suppuration  near 
the  end  of  a long  appendix  hanging  down  over  the  pelvic  brim.  Here  a 
large  abscess  may  form  in  1 )ouglas’s  pouch  leading  to  a matting  together  of 
the  various  pelvic  organs  ; if  left,  it  extends  to  the  left  side  of  the  abdomen 
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and  the  pus  may  reach  the  left  iliac  fossa.  In  other  cases  the  appendix  and 
the  abscess  may  lie  behind  the  colon,  in  which  case  the  swelling  occurs  in  the 
loin,  and  the  pus  travels  up  along  the  colon  and  may  accumulate  between  the 
liver  and  the  diaphragm  behind,  forming  a sub-phrenic  abscess,  or  it  may  make 
its  way  through  the  diaphragm  into  the  pleural  cavity  and  fornf*an  empyema. 
Another  not  uncommon  direction  in  which  the  pus  may  travel  is  towards  the 
umbilicus;  a sinus  at  the  umbilicus  generally  indicates  an  old  appendicitic 
abscess.  ' 

If  left  alone,  the  abscess  gradually  increases  in  size,  although  there  is 
some  evidence  that  occasionally  the  pus  dries  up  and  disappears ; it  generally 
finds  its  way  either  through  a cutaneous  or  a mucous  surface.  An  abscess  on 
the  inner  side  of  the  csecum  gradually  extends  to  the  abdominal  wall  and  the 
pus  makes  its  way  out  through  the  umbilicus.  When  the  pus  is  well  to  the 
outer  side  of  the  iliac  fossa,  it  may  find  its  way  out  among  the  muscles 
above  or  below  Poupart’s  ligament. 

Most  frequently,  however,  the  pus,  if  left  alone,  perforates  either  the 
intestine  or  the  bladder.  When  the  suppuration  occurs  in  Douglas’s  pouch 
it  is  not  at  all  uncommon  for  the  pus  to  escape  through  the  rectum  ; in  other 
cases  it  escapes  through  the  caecum  or  the  small  intestine.  In  the  latter 
case  fecal  matter  also  escapes  into  the  abscess  and  thus  keeps  up  the 
inflammation ; ultimately  the  suppuration  may  spread  to  the  skin  and  a 
sinus  will  form  giving  exit  to  gas  and  fecal  matter — a typical  fecal  fistula. 
A fecal  fistula  does  not  form  so  readily  when  the  suppuration  is  in  Douglas’s 
pouch,  and  in  any  case  the  abscess  cavity  closes  fairly  readily.  Much  more 
rarely  the  appendix  becomes  adherent  to  the  base  of  the  bladder  into  which 
the  pus  may  find  its  way. 

Unless  these  abscesses  be  opened,  the  patient  gradually  wastes  and  goes 
downhill,  even  when  no  general  peritonitis  occurs,  and  may  die  of  exhaustion 
before  the  pus  has  made  its  way  to  the  surface ; even  when  a neglected 
abscess  of  this  kind  is  opened  the  patient  may  be  in  such  an  exhausted 
condition  that  he  is  unable  to  recover.  Or  again,  when  an  abscess  has  been 
allowed  to  last  for  a long  time,  the  opening  may  not  suffice  for  proper 
drainage,  pus  extends  along  narrow  channels  in  various  directions  amongst 
the  intestines,  and  thus  the  suppuration  may  persist  and  a fresh  abscess 
may  form. 

5.  Fulminating  and  perforating  appendicitis.— These  are  the 
gravest  forms  of  appendicitis,  and  in  them  two  distinct  events  may 
happen  : a perforation  of  the  appendix  may  occur  suddenly,  the  first 
symptoms  being  coincident  with  the  onset  of  the  perforation,  or  there  may 
be  a complete  and  rapid  gangrene  of  the  whole  appendix ; the  latter  is 
the  typical  form  of  fulminating  appendicitis."  In  these  cases  the  onset 
is  very  much  more  acute,  and,  unless  speedy  relief  be  obtained  by  operation, 
death  may  occur  within  two  days.  The  patient  is  suddenly  seized  with 
violent  pain  in  the  right  iliac  fos.sa,  and  all  the  symptoms  indicating  perfora- 
tion of  the  bowel  with  escape  of  its  contents  (see  p.  298) ; the.se  symptoms 
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are  most  strongly  marked  in  cases  of  gangrenous  appendicitis,  and  in  them 
the  patient  may  never  properly  recover  from  the  initial  shock. 

In  the  true  cases  of  fulminating  or  perforative  appendicitis  there  has  been 
no  time  for  the  formation  of  adhesions  to  shut  off  the  appendix  from  the 
general  peritc^ieal  cavity,  and  consequently  the  result  of  the  perforation  or  of 
the  gangrene  is  an  immediate  infection  of  the  peritoneal  cavity,  in  the  first 
instance  in  the  immediate  neighbourhood  of  the  appendix,  but  steadily 
tending  to  spread  over  the  abdomen  generally.  Unless  speedy  relief  be 
obtained  by  operation,  the  patient  develops  an  acute  general  peritonitis  with 
violent  sepsis.  Acute  general  peritonitis  is  dealt  with  separately  (see 
Chap.  XXL). 

The  foregoing  is  a short  sketch  of  the  different  types  of  appendicitis, 
but  we  would  again  repeat  that  the  diagnosis  of  the  particular  form  of 
appendicitis  present  is  often  a matter  of  extreme  difficulty,  and  yet  is  a 
matter  of  the  utmost  importance  from  the  point  of  view  of  treatment. 
Perhaps  the  form  most  easily  diagnosed  is  the  fulminating  or  the  perfora- 
tive appendicitis.  When  a patient  hitherto  in  perfect  health,  or  possibly 
suffering  only  from  symptoms  of  mild  appendicitis,  is  seized  with  a sudden 
violent  pain  in  the  right  iliac  region,  accompanied  by  collapse  and  the  signs 
of  peritonism,  it  will  at  once  strike  the  practitioner  who  is  on  the  alert  that 
some  very  alarming  condition  is  present,  and  the  diagnosis  of  perforation 
of  the  appendix  and  the  necessity  for  immediate  surgical  intervention  will 
be  fairly  clear.  But,  apart  from  these  cases,  it  is  extremely  difficult  to 
decide  whether  suppuration  has  occurred  or  whether  the  case  is  one  likely  to 
end  in  suppuration.  We  have  already  referred  to  three  points  as  indicating 
the  presence  of  suppuration  (see  p.  376),  but  this  question  may  arise  when  the 
surgeon  is  called  to  a case  of  appendicitis  within  a day  or  two  of  the 
commencement  of  the  symptoms,  and  even  at  that  early  period  it  is  very 
important  to  know  whether  the  case  is  one  in  which  recovery  without 
suppuration  will  take  place  or  not.  If  suppuration  be  not  likely  to  occur 
it  is  no  doubt  safer  to  defer  operative  procedures  until  the  attack  has 
completely  passed  off,  and  indeed  for  two  or  three  weeks  afterwards,  whereas 
«n  the  other  hand,  if  it  be  likely  to  end  in  suppuration,  the  question  of 
immediate  operation  will  arise,  or  if  that  be  put  aside,  the  surgeon  will 
be  on  the  watch  to  intervene  the  moment  pus  forms,  because  it  is  never 
wise  to  leave  a collection  of  pus  in  the  peritoneal  cavity  any  longer  than  can 
be  helped. 

Considerable  assistance  in  coming  to  a conclusion  on  this  point  has  of 
late  been  given  by  an  enumeration  of  the  leucocytes  in  the  blood  in  these 
cases.  In  suppurative  affections  leucocytosis  steadily  increases  up  to  a 
certain  point,  and  it  is  on  this  steady  increase  that  the  diagnosis  of  impending 
or  actual  suppuration  can  be  made.  We  therefore  consider  it  most 
important  that  in  any  case  of  appendicitis  the  medical  attendant  should  make 
repeated  examinations  of  the  blood  {vide  infra)  so  as  to  see  whether  there 
be  any  marked  and  steady  increase  in  the  leucocytosis.  If  this  be  so,  the 
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diagnosis  of  suppuration  may  be  made.  A single  leucocytic  count  is  not 
of  such  certain  value;  it ’is  not  so  much  the  number  of  leucocytes  present 
at  a given  time  as  their  steady  increase  in  number  which  is  the  diagnostic 
point,  and,  unless  the  practitioner  has  already  been  making  observations  in 
this  direction,  a single  examination  made  by  the  surgeon  at  the  time  of 
consultation  will  not  give  an  absolutely  definite  result.  At  the  same  time, 
if  on  examining  the  blood  in  a case  of  acute  appendicitis  the  surgeon 
finds  that  the  white  corpuscles  are  increased  to  say  25,000  per  cubic 
millimeter,  the  probability  is  that  pus  has  already  formed.  Dr.  Otto 
Griinbaum,  Clinical  Pathologist  to  King’s  College  Hospital,  has  been 
good  enough  to  furnish  us  with  the  subjoined  note  on  the  clinical  examin- 
ation of  the  blood  for  this  purpose;  it  is  necessarily  brief  but  gives  the 
chief  points : 


“ Acute  abscesses  are  usually  accompanied  by  an  increase  in  the  number  of  white 
cells  in  the  blood,  and  as  the  abscess  e.\tends  the  leucocytosis  becomes  more  marked. 
Two  data  are  required,  the  number  of  white  blood  corpuscles  per  cubic  mm.  of  blood, 
and  the  percentage  of  the  different  kinds  of  leucocytes. 

“The  selection  of  the  methods  of  making  these*  observations  rests  upon  their  sim- 
plicity and  the  ease  with  which  they  can  be  applied  in  practice  rather  than  upon  their 
scientific  accuracy. 

“ The  apparatus  and  solutions  required  are : 


( 1 ) A Thoma  pipette. 

(2)  A Thoma  counting  chamber. 

’ (3)  Clean  cover  glasses  and  slides. 

(4)  Toisson’s  solution. 

(5)  Jenner’s  blood-stain. 

(6)  A syrup  of  Canada  balsam  in  .\ylol. 


“ A Thoma  pipelte  is  a graduated  capillary  tube  widening  towards  one  end  into  a 
small  bulb  ; by  sucking  blood  up  to  different  marks  in  the  capillary  tube  and  then 
drawing  up  fluid  into  the  bulb  the  blood  can  be  diluted  to  any  degree  between  i in 
too  and  i in  1000. 

“ The  Thoma  counting  chamber  consists  of  a slide  one  surface  of  which  is  ruled 
into  squares  by  lines  -nV  mm.  apart.  The  cover  glass  rests  on  a support  which  makes 
the  height  of  the  chamber  mm. 

“Since  the  successful  preparation  of  a blood-film  depends  largely  upon  the 
cleanliness  of  the  cover  glass,  it  is  well  to  take  trouble  in  freeing  the  glass  from 
grease. 

“A  reliable  way  is  by  boiling  the  glasses  in  a 2%  aqueous  solution  of  potassium 
bichromate  to  which  5 parts  of  sulphuric  acid  have  been  added,  rinsing  in  running 
water  and  transferring  to  distilled  water.  The  glasses  are  then  dipped  into  absolute 
alcohol  and  kept  in  a mixture  of  equal  quantities  of  ether  and  absolute  alcohol ; before 
use  they  are  wiped  with  a grease-free  cloth. 

“ Toisson's  solution  con.sists  of: 


.Sodium  chloride. 
Sodium  sulphate, 
Neutral  glycerine, 
Methyl  violet.,  5 B.,  - 
1 tistillcd  water,  - 


I par! . 
8 |3arts. 

•fo 

0-025  „ 
160  ,, 


The  solution  should  be  filtered  just  before  use. 
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Jenner's  stain  is  a o’5%  soliUion  of  a salt  of  eosin  and  methylene  blue  in  pure 
methyl  alcohol.  The  purity  of  the  alcohol  is  of  considerable  importance. 

“ Blood  is  obtained  from  the  lobe  of  the  ear  after  washing  the  surface  with 
absolute  alcohol.  The  first  drop  is  wiped  away,  part  of  the  second  drop  is  drawn  up 
in  the  pipette  to  the  mark  i ; the  tip  of  the  pipette  is  rapidly  freed  from  blood  and 
plunged  in  some  freshly  filtered  Toisson’s  fluid.  This  mixture  is  sucked  up  until  the 
mark  loi  is  reached.  The  pipette  is  rolled  and  shaken  to  insure  the  satisfactory 
mixing  of  the  blood  and  must  now  be  kept  horizontal.  A film  is  prepared  by 
allowing  the  centre  of  a clean  cover  glass  to  come  into  contact  with  a fresh  drop  of 
blood,  and  laying  it  upon  another  cover  glass.  After  the  drop  has  spread  the  glasses 
are  separated  by  sliding  them  apart  rapidly  and  the  films  are  dried  by  waving  them 
in  the  air.  It  is  of  importance  that  this  method  be  adopted  when  a differential  count 
is  going  to  be  made  because  sliding-edge  methods  are  unreliable  since  the  polynuclear 
cells  stick  to  the  moving  body. 

“ Having  procured  these  preparations,  further  examination  may  be  carried  out  at 
a distance  from  the  patient. 

“ The  pipette  is  well  shaken  and  rotated,  a few  drops  are  blown  out,  a drop  is 
placed  in  the  centre  of  the  counting  chamber  and  the  cover  adjusted.  The  size  of 
this  drop  should  be  large  enough  to  fill  the  space  between  the  raised  part  of  the 
chamber  and  the  cover  glass,  but  should  not  overflow  into  the  moat.  Whilst 
the  corpuscles  are  settling  in  the  chamber  the  films  may  be  stained. 

‘‘  Without  any  previous  fixing,  Jenner’s  stain  is  poured  on  to  the  films;  ev'aporation 
is  prevented  by  covering.  After  one  to  three  minutes  the  stain  is  drained  off  and 
the  film  washed  in  distilled  or  running  water  until  it  assumes  a terra-cotta  tint ; it  is 
then  dried  between  blotting  paper  and  mounted  in  xylol  balsam. 

“ On  examining  the  film  with  a microscope  magnifying  500  diameters  four  different 
kinds  of  white  cells  can  be  distinguished. 

'■‘■Polynuclear  neutrophile  cells,  lo/x  diameter.  The  nuclei  are  stained  blue  and 
are  apparently  multiple  ; the  cell  substance  does  not  take  the  stain  but  contains  flint- 
shaped granules  of  a terra-cotta  hue. 

“ The  lymphocytes  are  but  slightly  larger  than  the  red  cells  ; they  consist  of  a large 
nucleus  of  a deep  blue  colour  surrounded  by  a narrow  ring  of  cell  substance  which  is 
only  tinged  blue. 

"■Large  mononuclear  cells  oi  9/4  to  i2fj,  diameter.  These  cells  have  a horseshoe- 
shaped nucleus,  which  may  appear  of  other  forms,  depending  upon  the  lie  of  the 
cell.  The  greater  part  of  the  cell  consists  of  a substance  which  is  of  a faint  blue 
colour. 

" Eosinophile  cells  are  about  the  same  size  as  the  large  mononuclear  cells. 
Their  nuclei  are  multilobulated,  and  the  cell  substance  contains  large  rounded 
granules  which  take  a bright  red  stain. 

‘ ‘ Five  hundred  white  cells  should  be  classified  and  the  percentages  calculated. 

“In  adults  the  normal  percentages  are:  Polynuclear  cells,  63  to  75;  lympho- 
cytes, 20  to  30 ; large  mononuclear  cells,  4 to  8 ; and  eosinophile  cells  from 
0'5  to  4. 

“An  increase  in  the  percentage  of  polynuclear  cells  points  to  an  inflammatory 
condition. 

“The  number  of  white  cells  present  is  now  determined.  The  counting  chamber 
is  placed  under  the  microscope  and  the  size  of  the  field  noted  ; if  the  diameter  of  the 
field  is  not  some  multiple  of  1/20  mm.  the  draw  tube  is  pulled  out  until  this  is 
attained. 

“ For  instance,  if  the  number  of  the  squares  be  8,  then  the  volume  of  the  mixture 
seen  at  one  time  in  the  counting  chamber  would  be  (tt  x x 77  tVi 

of  a cubic  mm. 
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“ The  number  of  while  cells  (which  are  now  easily  distinguished  from  the  red 
by  their  deep  violet  colour)  seen  in  fifty  different  fields  is  counted  and  the  average 
calculated.  This  number  is  multiplied  by  79-51  x too  since  the  blood  has  been 
diluted  100  times. 

“If  the  diameter  of  the  field  of  the  microscope  were  ix  squares  the  average 
number  per  field  would  have  to  be  multiplied  by  in  order  to  determine  the 

number  of  white  cells  per  cubic  mm.  of  blood. 

“ Only  above  9000  white  cells  per  cubic  mm.  is  considered  abnormal.  If  there 
be  a marked  leucocytosis  [e.g.  more  than  15,000  per  cubic  mm.)  another  count 
should  be  made  after  a few  hours  to  decide  whether  there  be  an  increasing  or 
decreasing  leucocytosis  present. 

“ In  drawing  deductions  from  the  above  observations  one  must  bear  in  mind  that 
a normal  blood  count  may  attend  the  following  morbid  conditions:  (1)  A mild 
inflammation,  (2)  an  overwhelming  toxtemia,  (3)  an  abscess  with  very  thick  walls. 

“An  increasing  leucocytosis  indicates  a spreading  of  the  inflammatory  condition 
and  usually  the  formation  of  pus. 

“A  gradual  diminution  in  the  number  of  leucocytes  points  towards  resolution  of 
inflammatory  material. 

“If an  increasing  polynuclear  leucocytosis  be  present,  since  it  generally,  although 
not  invariably,  indicates  the  formation  of  pus,  the  necessity  of  operative  intervention 
must  be  considered  in  spite  of  apparent  amelioration  of  symptoms. 

“ It  must  be  fully  understood  that  a normal  blood  count  or  a leucopenia  in  the 
presence  of  signs  and  symptoms  of  pus  must  not  for  a moment  stay  the  surgeon’s 
hand.” 


TREATMENT.— (a)  General  considerations.— Opinions  are  by 
no  means  unanimous  at  the  present  time  as  to  the  treatment  of  appen- 
dicitis. The  real  points  at  issue  are : the  cases  suitable  for  operation ; 

the  period  at  which  the  operation  should  be  performed ; and  the  extent 

of  the  operation  and  the  method  of  performing  it  under  different  circum- 
stances. 

The  cases  requiring  operation. — There  is  no  dispute  that  in  the 
perforating  and  fulmitiating  forms  immediate  operation  is  the  only  chance 
that  the  patient  has.  Similarly,  when  there  is  reason  to  suspect  the 
presence  of  pus  there  is  no  divergence  of  opinion  as  to  the  necessity  for 
operation,  although  there  is  considerable  discussion  as  to  the  period  at 
which  the  operation  should  be  performed  and  as  to  the  extent  of  the 
operation  necessary.  These  points  are  referred  to  later  (see  p.  383). 

A question  has  arisen  whether^  after  the  occurrence  of  suppuratio7i  atui 
the  healing  of  the  abscess,  an  attempt  should  be  made  to  remove  the  remains 
of  the  appendix.  At  one  time  it  was  held  that  the  appendix  was  destroyed 
or  obliterated  when  suppuration  occurred,  and  that  there  was  no  risk  of 

any  further  trouble.  This  does  not  however  seem  to  be  the  fact.  We 

have  ourselves  met  with  several  cases  where  subsequent  attacks  of 
appendicitis  have  occurred  after  the  healing  of  an  appendicitic  abscess,  in 
one  or  two  suppurative  and  in  one  fatal.  We  are  therefore  inclined  to 
advise  that,  unless  the  appendix  has  certainly  sloughed  or  has  been  got  rid 
of  when  the  abscess  was  opened,  an  attempt  should  be  made  to  remove 
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the  process  after  healing  is  complete.  As  a matter  of  fact,  when  an 
appendicitic  abscess  has  been  drained  for  some  time,  a weak  spot  is  left 
in  the  abdominal  wall  which  is  very  likely  indeed  to  become  the  seat  of  a 
hernia,  and  this  not  infrequently  requires  to  be  remedied.  It  seems  to  us 
that  it  ,is  well  to  open  up  the  parts  some  little  time  after  the  abscess  has 
healed  with  the  object  of  suturing  this  defect  in  the  abdominal  wall  and 
of  removing  the  remains  of  the  appendix. 

As  regards  the  typical  relapsing  appendicitis  where  several  attacks  have 
occurred,  especially  if  they  are  severe,  surgeons  are  practically  unanimous 
in  holding  that  the  appendix  should  be  removed.  Opinions  no  doubt 
differ  as  to  the  number  and  severity  of  the  attacks  which  justify  operation, 
but  when  the  attacks  have  been  severe  the  general  opinion  is  in  favour  of 
operation. 

As  regards  catarrhal  appendicitis,  it  must  be  admitted  that  it  is  by  no 
means  easy  to  be  quite  sure  that  any  given  case  is  a simple  catarrh  of  the 
mucous  membrane.  At  the  same  time  there  is  no  doubt  that  a considerable 
number  of  cases  of  appendicitis  are  so  extremely  mild  that  operative  inter- 
ference does  not  seem  to  be  called  for,  in  the  early  stage  at  any  rate. 
Further,  catarrh  of  the  appendix  is  a condition  which  may  recur,  and  if 
these  recurrent  attacks  be  extremely  slight  it  may  still  be  a question  as  to 
whether  it  is  justifiable  to  operate  or  not.  On  the  whole  however  we  are 
Inclined  to  the  view  that  even  in  mild  relapsing  cases,  such  as  seem  to  be 
purely  catarrhal  in  nature,  it  is  well  to  remove  the  appendix.  We  have  so 
often  found  grave  disease  of  the  appendix  in  cases  where  none  of  the  attacks 
had  been  really  severe  that  on  the  whole  we  consider  removal  of  the  appendix 
as  less  dangerous  than  leaving  it  alone.  As  a matter  of  fact  the  dangers  of 
removal  of  the  appendix  are  very  slight  in  mild  cases ; we  have  removed 
large  numbers  of  appendices,  some  of  the  operations  being  of  extreme 
difficulty,  without  losing  a patient.  The  less  severe  the  symptoms  and 
the  fewer  the  adhesions,  the  easier  is  the  operation  and  consequently  the 
greater  is  its  safety ; and  it  is  just  in  these  cases  where  the  indications  for 
operation  are  doubtful  on  account  of  the  mildness  of  the  attacks  that  the 
procedure  will  probably  be  so  simple  that  the  mortality  ought  to  be  nil. 
The  danger  of  the  operation  in  fact  varies  inversely  with  the  doubt  as  to 
whether  it  should  be  performed  and  these  mild  cases  may  be  operated  on 
with  much  less  anxiety  than  the  more  severe  ones,  while  the  methods  of 
operating  which  are  in  vogue  at  the  present  day  do  not  involve  weakening 
of  the  abdominal  parietes,  which  at  one  time  was  a great  argument  against 
operation  except  in  cases  of  necessity. 

Another  very  important  point  is  whether  imder  any  circumstances  it  is  well 
to  advise  removal  of  the  appendix  when  there  has  only  been  one  attack,  the 
general  opinion  being  apparently  that  a second  attack  should  be  waited  for. 
In  our  opinion  the  answer  to  this  question  depends  on  the  severity  of  the 
attack.  In  the  case  of  a mild  one,  which  may  quite  well  be  catarrhal  in 
nature,  we  do  not  advocate  operation.  But,  when  the  first  attack  has  been 
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severe  and  accompanied  by  symptoms  of  peritonitis,  such  alterations  in  the 
appendix  itself  are  indicated  as  to  remove  the  case  from  the  category  of 
a simple  catarrhal  appendicitis  and  in  these  cases  we  see  no  reason  for 
waiting  for  a second  attack,  which  indeed  might  prove  fatal.  ^Ve  are 
therefore  of  opinion  that  in  all  cases  in  which  there  are  distinct  signs  of 
inflammation  of  the  peritoneum  around  the  appendix  in  the  first  attack, 
the  patient  should  be  advised  to  have  the  appendix  removed  as  soon  as  the 
acute  attack  and  the  thickening  have  passed  away,  provided  always  that  there 
be  no  constitutional  or  local  contra-indication. 

Cases  of  repeated  appe7idicular  colic,  even  without  any  elevation  of 
temperature  at  all,  should  also  be  subjected  to  operation.  In  these  cases 
a stricture,  a kink  or  a concretion  will  generally  be  found. 

The  most  suitable  time  for  operation. — Here,  again,  opinions 
differ.  In  fulminating  and  perforatmg  cases  operation  should  of  course 
be  performed  at  once.  Some  have  advocated  that  in  suppurative  cases 
time  should  be  allowed  to  elapse  so  as  to  permit  of  extension  of  the  peri- 
tonitic  inflammation  to  the  anterior  abdominal  wall,  thereby  securing 
adhesions  which  will  shut  off  the  general  peritoneal  cavity  from  the  abscess 
cavity  and  thus  render  operative  interference  safer.  Others,  on  the  contrary, 
urge  operation  as  soon  as  there  is  reasonable  ground  for  believing  that  pus  is 
present,  quite  irrespective  of  the  question  as  to  whether  the  abscess  cavity  is 
adherent  to  the  anterior  abdominal  wall  or  not.  There  are  arguments  in 
favour  of  either  view, — in  favour  of  waiting  it  may  be  urged  that,  if  the  mass 
be  adherent  to  the  anterior  abdominal  wall,  an  incision  will  evacuate  the  pus 
without  any  risk  of  diffusing  it  into  the  general  peritoneal  cavity ; on  the 
other  hand,  if  the  abscess  be  opened  as  soon  as  pus  has  formed  and  there  be 
no  adhesions  between  the  intestines  and  the  abdominal  wall  the  pus  in  its 
passage  is  very  likely,  in  spite  of  the  most  careful  precautions,  to  escape  into 
the  general  peritoneal  cavity  and  set  up  acute  suppurative  peritonitis.  The 
question  is  whether  there  is  more  risk  in  waiting  for  adhesions  to  the 
abdominal  wall  or  in  opening  the  abscess  at  once  in  spite  of  the  risk  of 
the  pus  infecting  the  peritoneal  cavity.  This  risk  however  is  really  exceed- 
ingly slight  if  care  be  taken  before  disturbing  the  parts  to  pack  off  the 
peritoneal  cavity ; if  the  abscess  be  completely  emptied,  if  good  drainage  be 
established  with  gauze  packed  around  the  drainage  tubes  so  as  to  shut 
them  off  from  the  peritoneal  cavity,  infection  very  seldom  results  ; we  do  not 
remember  any  case  of  the  kind  in  our  own  practice.  The  irritation  of  the 
gauze  around  the  tube  soon  leads  to  adhesions,  and  in  the  course  of 
24  hours  the  peritoneum  is  shut  off  all  around  and  the  tube  runs  direct 
into  the  abscess  without  any  communication  with  the  general  peritoneal 
cavity. 

On  the  other  hand,  although  the  chances  of  peritoneal  infection  are  not 
great  when  the  pus  has  become  localised  and  forms  a definite  abscess,  still 
an  accident  may  occur  as  the  result  of  a violent  movement,  of  pressure,  or  of 
violent  peristalsis ; rupture  of  the  adhesions  and  infection  of  the  peritoneal 
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cavity  may  take  place  while  the  surgeon  is  waiting  for  the  mass  to  become 
adherent  to  the  anterior  abdominal  wall.  Or  again,  the  infective  material 
may  become  more  virulent ; a case  that  has  been  going  on  quietly  may 
suddenly,  possibly  on  account  of  the  access  of  fresh  bacteria  through  a 
perforation  in  the  appendix,  become  more  active  and  may  spread  in  spite  of 
limiting  adhesions.  Another  objection  to  waiting  is  that  the  abscess  as  it 
enlarges  may  spread,  not  to  the  anterior  abdominal  wall,  but  downwards  into 
the  pelvis,  or  may  burst  into  the  intestine  ; there  is  the  further  risk  of  phlebitis 
and  thrombosis  or  pytemia  or  septictemia  from  the  continuance  of  virulent 
pus  in  the  peritoneal  cavity.  So  that  there  are  very  distinct  risks  in  waiting 
for  the  abscess  to  extend  to  the  anterior  abdominal  wall. 

On  the  whole,  we  are  of  opinion  that  the  sooner  an  abscess  is  opened  the 
safer  it  is  for  the  patient.  These  cases  are  always  anxious  and  dangerous 
ones,  but  it  is  quite  unsurgical  to  sit  by  and  watch  the  growth  of  an  abscess 
in  any  part  of  the  body. 

At  what  period  should  operation  be  undertaken  in  relapsing  cases  I — There 
is  considerable  difference  of  opinion  on  this  point.  Some  surgeons  are 
gradually  coming  to  the  conclusion  that  the  time  for  operation  is  the  moment 
they  are  called  to  a case  of  appendicitis ; on  the  other  hand,  the  view  held 
by  many  is  that  operation  should  be  deferred  if  possible  until  the  attack  has 
passed  off  and  the  appendix  is  in  a quiescent  state.  There  is  no  question 
that  an  operation  with  the  patient  in  perfect  health,  some  weeks  after  an 
attack  of  appendicitis,  when  there  is  no  longer  any  swelling  to  be  felt,  is 
accompanied  by  a minimum  of  risk ; the  question  really  is  whether  one 
should  operate  at  once  on  cases  of  acute  relapsing  appendicitis  or  should 
wait.  The  objections  urged  against  waiting  are  mainly  the  uncertainty  as  to 
the  future  course  of  the  case.  It  is  quite  possible  that  the  particular  attack  in 
which  the  surgeon  sees  the  patient  may  run  an  unfavourable  course,  the 
appendix  may  perforate,  suppuration  may  occur  and  the  patient’s  condition 
may  alter  very  materially  for  the  worse ; and  this  uncertainty  leads  some 
surgeons  to  advocate  immediate  operation  at  whatever  period  the  case  is  seen. 
A second  point  is  that  the  patient  may  recover  from  the  attack,  but  that, 
while  waiting  for  the  operation  to  be  performed,  another  serious  attack  may 
supervene. 

We  cannot  however  help  regarding  operation  during  an  acute  attack, 
when  there  is  no  definite  reason  for  presuming  that  pus  is  present,  with  a 
certain  amount  of  hesitation.  No  doubt,  if  called  to  a case  of  relapsing 
appendicitis  within  the  first  few  hours  of  the  acute  attack,  the  surgeon  would 
be  quite  justified  in  operating  at  once  and  we  are  very  strongly  inclined  to 
advocate  this.  During  the  first  few  hours  in  a non-perforative  case  the  micro- 
organisms setting  up  the  trouble  are  presumably  still  within  the  appendix  and 
have  not  penetrated  to  the  peritoneal  cavity,  and  therefore  the  manipulations 
involved  in  the  removal  of  the  appendix  need  not  diffuse  septic  material 
through  the  peritoneum.  On  the  other  hand,  after  24  hours  in  severe  cases 
there  is  inflammation  of  the  peritoneum  around,  and  this  very  fact  implies 
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that  bacteria  have  passed  through  the  wall  of  the  appendix  and  have  begun 
to  grow  in  the  peritoneal  cavity.  If  left  alone,  they  are  likely  to  remain 
limited  to  the  region  of  the  appendix  by  virtue  of  the  adhesions  that  so 
rapidly  occur  around  ; but  if  the  adhesions  be  torn  through  and  the  appendix 
removed,  the  lymph  infected  with  bacteria  may  lead  to  a general  peritoneal 
infection,  and  we  have  certainly  seen  cases  where  there  was  reason  to  believe 
that  this  had  resulted  from  interfering  at  this  stage  of  the  disease.  For  our 
own  part  therefore  we  are  inclined,  if  the  favourable  moment  for  operation 
(namely,  the  first  few  hours)  has  passed,  to  delay  operation.  Meanwhile 
careful  watch  must  be  kept,  several  times  a day  if  necessary,  to  see  whether 
suppuration  is  taking  place  or  not,  and  in  this  connection  a careful  and 
repeated  blood-count  (see  p.  379)  is  of  great  importance.  Should  there  be 
evidence  of  suppuration,  then  of  course  the  operation  must  be  performed  {vide 
supra) ; on  the  other  hand,  should  the  attack  pass  off  without  suppuration,  we 
think  it  advisable  to  wait  until  all  the  thickening  has  gone  before  removing 
the  appendix. 

When  the  attack  has  passed  off,  it  is  probably  best  as  a rule  to  allow  at 
least  a fortnight  to  elapse  from  the  fall  of  the  temperature  to  normal,  and 
in  most  cases  it  is  well  to  wait  until  all  the  thickening  has  disappeared^ 
unless  a fresh  attack  threatens.  In  about  a fortnight  any  bacteria  at  work 
outside  the  appendix  will  probably  have  died  out  and  there  is  then  no 
reason  to  fear  peritoneal  infection.  Should  a fresh  attack  be  threatening 
however,  the  operation  should  be  proceeded  with  without  further  delay. 
It  is  well  when  operation  is  decided  upon  not  to  allow  the  patient  to  get 
out  of  bed  from  the  time  of  the  attack  until  after  it  has  been  done. 
Certainly  he  should  not  be  sent  away  from  observation  in  order  to  recruit. 

The  extent  of  the  operation  required. — In  the  perforative  or  re- 
lapsing cases  the  whole  object  of  the  operation  is  to  remove  the  appendix. 
There  is  however  much  diversity  of  opinion  as  to  whether,  in  cases  of 
localised  suppuration,  the  surgeon  should  content  himself  with  opening  the 
abscess  or  should  remove  the  appendix  in  addition.  The  objections  to  the 
latter  procedure  are  that  very  often  the  appendix  forms  part  of  the  wall 
of  the  cavity  shutting  it  off  from  the  general  peritoneum,  and  that  its 

removal  may  cause  the  formation  of  an  aperture  leading  straight  into 

the  peritoneal  cavity  and  that,  even  though  the  appendix  does  not  form 
part  of  the  abscess  wall,  the  manipulations  required  to  remove  it  may  tear 
through  the  adhesions  which  shut  off  the  cavity  and  lead  to  general  in- 
fection of  the  peritoneum.  d’his  question  of  dealing  • with  suppurating 
appendicitis  will  be  fully  discussed  immediately  (see  p.  393).  ^Ve  may  say 
here  that  our  inclination  is  rather  to  content  ourselves  with  opening  the 

abscess  than  to  make  any  attempt  to  remove  the  appendix  while  the  in- 

fection is  of  a virulent  and  acute  character. 

(b)  Treatment  of  individual  cases. — We  shall  consider  the  treat- 
ment of  the  following  clinical  types: — i.  Catarrhal  appendicitis;  2.  Ap- 
pendicitis due  to  graver  changes  in.  the  appendix  ; 3.  Relapsing 

PT.  VI.  2 II 


386  the  surgical  affections  of  the  intestines. 

appendicitis ; 4.  Gangrenous  and  perforating  appendicitis ; 5.  Suppurative 
appendicitis ; and  6.  Sinuses  left  after  the  opening  of  an  appendicitic 
abscess. 

1.  Treatment  of  catarrhal  and  other  forms  of  appendicitis  in 
which  operation  is  not  considered  advisable. — The  first  essential 
is  to  put  the  patient  to  bed  in  the  recumbent  position  with  the  knees  flexed 
over  a pillow.  AVhile  the  vomiting  lasts  food  should  not  be  given  by  the 
mouth ; frequent  sips  of  hot  water  are  useful  here.  The  vomiting  generally 
passes  off  in  a few  hours  and  the  patient  may  then  be  given  liquid  food, 
such  as  milk  and  lime-water  or  liq.  calcis  sacch.,  or  small  quantities  of 
meat-juice  or  soups.  No  solid  food  should  be  given  until  the  temperature 
has  remained  normal  for  several  days.  Stimulants  are  generally  unnecessary 
during  the  early  stages  and  are  better  avoided.  Salol  in  five-  to  ten-grain 
doses  in  cachets,  or  naphthaline  in  three-grain  pills,  should  be  given  three 
times  a day  as  an  intestinal  antiseptic,  and  liq.  ammon.  acet.  may  be 
administered.  On  no  account  should  purgatives  be  given  in  the  early 
stages ; a common  mistake  is  to  pay  too  great  attention  to  the  constipa- 
tion, and  violent  efforts  are  often  made  quite  early  in  the  disease  to  bring 
about  an  action  of  the  bowels  and  this  no  doubt  is  to  a great  extent  the 
patient’s  fault  because  he  feels  that  if  his  bowels  would  act  he  would  be 
much  relieved.  The  utmost  that  should  be  done,  and  that  only  with  caution, 
is  to  give  a soap  and  water  enema ; in  the  first  two  or  three  days  even  this 
is  unnecessary.  Castor  oil  should  be  absolutely  avoided. 

The  administration  of  opitcm  has  been  much  debated.  When  the  patient 
suffers  much  pain  there  is  a great  temptation  to  give  the  drug,  which  is  held 
to  diminish  peristaltic  action  and  so  to  give  the  bowel  rest.  But  opium 
largely  masks  the  symptoms  and  a patient  under  its  influence  may  be  so 
comfortable  that  it  is  impossible  to  judge  properly  as  to  the  progress  of  the 
disease ; the  same  remark  applies  to  antipyretics.  If  the  pain  be  acute, 

the  smallest  dose  of  opium  sufficient  to  quiet  the  pain  should  be  given 
and  only  this  if  absolutely  necessary.  Belladonna  or  quinine  will  very 
often  relieve  the  patient  and  they  do  not  possess  the  disadvantages  that 
opium  does. 

Among  the  local  applications^  cold  is  probably  the  best  in  quite  the 
early  stages ; an  ice-bag  or,  still  better,  Leiter’s  tubes  with  water  running 
through  them  at  a temperature  of  50°  to  60°  F.  are  very  useful.  In  the 
later  stages  however  the  patient  generally  derives  more  comfort  from  warm 
fomentations.  Blisters  or  counter-irritants  should  not  be  employed,  as  we 
never  know  when  it  may  be  _ necessary  to  operate,  and  the  skin  must 
therefore  be  kept  in  as  healthy  a condition  as  possible.  Leeches  are 
sometimes  employed,  but  they  are  hardly  likely  to  arrest  a suppurative 
appendicitis,  and  they  damage  the  skin  and  interfere  with  the  subsequent 
operation,  should  one  become  necessary. 

When  the  temperature  has  fallen  to  normal  and  the  side  is  getting 
less  tender,  it  is  time  to  promote  the  action  of  the  bowels,  which  should 
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be  done  partly  by  eneniata  and  partly  by  mild  salines  by  the  mouth.  The 
simplest  plan  is  to  commence  with  drachm-doses  of  sulphate  of  soda  every 
four  hours  until  the  bowels  act ; when  there  has  been  constipation  for  four 
or  five  days  it  will  often  be  two  days  before  the  bowels  act  under  this 
treatment.  Enemata  may  be  employed  coincidently,  but  neither  the  surgeon 
nor  the  patient  need  be  in  a great  hurry  to  obtain  a complete  action  of  the 
bowels ; the  constipation  is  temporary  and  will  pass  off  with  the  cessation 
of  the  inflammation.  Violent  attempts  only  aggravate  the  inflammation ; 
indeed  recurrence  of  the  disease  ending  in  suppuration  may  follow  the 
administration  of  strong  purgatives  when  the  primary  attack  has  apparently 
subsided.  The  patient  should  be  kept  in  bed  for  several  days  after  the 
temperature  has  fallen  to  normal ; he  should  not  be  allowed  to  get  up  until 
any  thickening  present  has  quite  disappeared. 

2.  Treatment  of  the  more  severe  cases. — In  severe  cases  it  will  be 
best  to  remove  the  appendix  at  once,  should  the  surgeon  see  the  case  within 
the  first  twelve  hours ; if  the  case  be  seen  later,  it  is  better  to  watch  the 
progress  of  events  and  to  intervene  only  if  suppuration  makes  it  necessary. 
A careful  blood-count  must  be  kept.  If  the  temperature  falls  in  the  course 
of  four  days,  suppuration  probably  will  not  occur,  but  all  likelihood  of 
this  danger  must  not  be  considered  to  have  ceased  until  the  swelling  has 
absolutely  disappeared,  and  it  is  therefore  well  to  keep  the  patient  in 
bed  until  this  has  happened.  The  treatment  is  similar  to  that  for  the 
catarrhal  cases  (vide,  supra)  ; but  we  would  recommend  that  the  appendix 
should  be  removed  when  the  attack  has  passed  off  and  before  the  patient 
begins  to  go  about,  i.e.  in  two  or  three  weeks  from  the  subsidence  of  the 
febrile  attack.  We  have  never  yet  removed  an  appendix  which  did  not 
show  changes  rendering  its  removal  very  advisable,  while  on  the  other 
hand  we  have  regretted  leaving  others,  and  have  seen  many  cases  where 
an  application  of  the  advice  given  above  on  this  point  would  have  been 
very  much  to  the  patient’s  advantage. 

3.  Treatment  of  relapsing'  appendicitis. — Surgeons  are  practically 
unanipious  that  the  appendix  should  be  removed  in  severe  cases  of  appen- 
dicitis after  one  relapse,  without  further  delay ; this  opinion  we  fully  endorse. 
Two  chief  points  have  to  be  borne  in  mind  in  operating  on  these  cases  ; 
(i)  To  get  good  access  to  the  appendix;  and  (2)  to  avoid  unnecessary 
damage  to  the  abdominal  wall. 

Operation. — When  there  are  few  adhesions,  the  appendix  can  be  easily 
removed  through  quite  a small  opening ; when  the  adhesions  are  extensive, 
the  opening  must  be  larger  and  the  removal  of  the  process  must  be  very 
carefully  effected  lest  damage  be  done  to  structures  to  which  it  is  adherent^ 
Apart  from  this,  room  is  necessary  not  only  to  see  what  one  is  doing,  but 
sometimes  even  to  find  the  organ  itself,  as  this  is  by  no  means  easy  when 
there  is  much  matting  of  the  intestine. 

J?icision. — We  have  already  referred  to  the  method  of  opening  the 
abdominal  cavity  without  dividing  any  of  the  muscles  (see  p.  188).  The 
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best  incision  is  oblique  from  above  downwards  and  inwards  with  its  centre 
about  an  inch  and  a quarter  internal  to  the  anterior  superior  spine  of  the 
ilium.  This  is  carried  down  to  the  external  oblique  tendon,  the  fibres  of 
which  are  separated  with  the  handle  of  the  knife  in  the  same  direction 
as  and  throughout  the  whole  length  of  the  superficial  wound ; it  is  unneces- 


Fig.  103.— Mi'Ithou  of  .Sim.ittino  the  Aiido.minai.  Musci.es  in  the  operation 
FOR  Removal  of  the  Appenoix.  The  three  muscular  layers  of  the  abdominal  wall 
are  seen,  each  one  split  in  the  direction  of  its  fibres.  It  shows  the  disproportion  in  size 
between  the  skin  incision  and  that  through  the  peritoneum.  Firm  retraction,  with  the 
retractors  arranged  as  above,  is  neces.sary  to  get  as  much  room  as  this. 


•sary  to  cut  any  portion  of  the  tendon.  The  finger  is  swept  round  between 
the  external  and  internal  oblique  and  the  former  can  then  be  widely  retracted. 
The  internal  oblique  muscle  is  now  exposed,  running  practically  transversely 
across  the  abdomen,  and  should  be  separated  with  the  handle  of  the  knife. 
Much  depends  on  doing  this  at  the  proper  spot ; if  the  root  of  the  appendix 
can  be  exposed  at  once  there  will  probably  be  no  need  to  enlarge  the 
wound ; but  when  the  latter  is  out  of  place  there  may  be  some  difficulty 
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in  reaching  it.  The  exact  point  at  which  to  separate  the  muscular  fibres 
is  to  some  extent  determined  by  the  situation  of  the  pain ; when  this  is 
higher  up  than  usual,  the  fibres  of  the  internal  oblique  should  be  separated 
a little  above  the  level  of  the  anterior  superior  spine  and  vice  versa. 
During  the  acute  stage,  a note  of  the  position  of  the  greatest  tenderness 
should  always  be  made  with  this  point  in  view. 

AVith  a little  deviation  the  fibres  of  the  transversalis  are  also  separated 
by  the  handle  of  the  knife  and  the  sub-peritoneal  fascia  is  exposed ; the 
opening-up  of  the  wound  is  completed  by  stretching  with  the  fingers.  The 
internal  oblique  and  transversalis  muscles  are  split  to  the  edge  of  the 
rectus.  Three  large  retractors  are  required ; one  above,  one  below,  and 
one  in  the  anterior  angle  of  the  wound  ; this  gives  an  area  about  the  size  of 
half-a-crown,  which  is  quite  sufificient  to  work  in  when  there  are  no  extensive 
adhesions.  If  more  room  be  necessary  it  is  easy  to  split  the  sheath  of  the 
rectus  without  injuring  the  external  oblique  tendon ; this  gives  good  access 
towards  the  brim  of  the  pelvis.  Not  only  does  this  avoid  dividing  muscles 
and  so  weakening  the  abdominal  wall,  but  the  nerves  are  not  divided,  and 
so  paralysis  of  portions  of  the  abdominal  wall  is  avoided.  There  is  how- 
ever no  question  of  enlarging  the  wound  until  the  peritoneum  is  opened. 
The  wound  can  always  be  further  enlarged  upwards  or  downwards  if 
necessary  by  dividing  the  fibres  of  the  internal  oblique  and  transversalis 
muscles.  We  advise  that  exposure  of  the  region  of  the  appendix  should  be 
effected  by  mere  separation  of  muscular  fibres,  and  that  no  division  of  the 
latter  should  be  resorted  to  until  it  is  found  unavoidable. 

The  transversalis  fascia  and  the  peritoneum  are  now  divided.  When 
the  case  has  been  quiescent  for  some  time  there  is  usually  no  adhesion  of 
the  intestines  to  the  parietal  peritoneum,  but  care  must  always  be  taken  to 
make  sure.  A nick  is  made  in  the  peritoneum,  and  the  latter  is  slit  up 
with  a pair  of  scissors  in  the  same  direction  as  the  external  wound. 

Finding  and  freeing  the  appendix. — The  next  step  is  to  identify  the 
caecum  which  usually  presents  in  the  wound ; it  is  easily  recognised  by  its 
muscular  bands.  The  anterior  band  is  seized  between  the  thumb  and 
finger  and  the  caecum  is  gently  pulled  out  from  below.  As  this  is  done, 
the  base  of  the  appendix  may  often  be  recognised  and  the  finger  slipped 
down  along  it  will  ascertain  if  adhesions  are  present ; if  so,  and  if  they  be 
quite  fine,  the  finger  will  tear  them  across  and  allow  the  appendix  to  be 
brought  out  into  the  wound.  As  the  head  of  the  cfecum  is  pulled  out, 
the  upper  part  is  tucked  back  again  into  the  abdominal  cavity. 

The  best  way  to  free  the  appendix  is  to  begin  from  the  tip  of  the 
process,  which  must  be  exposed  as  fully  as  possible  by  pulling  the  edges 
of  the  wound  to  whichever  side  may  be  necessary.  Any  adhesions  are 
then  torn  through  with  the  finger  or  a dissector.  This  is  sometimes  a 
work  of  the  greatest  difficulty  ; if  the  appendix  be  adherent  to  the  intestine, 
it  is  not  uncommon  for  the  adhesions  to  be  so  firm  that  the  bowel  may 
be  injured  in  trying  to  peel  the  process  off  it.  Or,  again,  the  cavity  of 
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the  appendix  may  actually  communicate  with  that  of  the  intestine  at  the 
point  of  adhesion,  and  detachment  of  the  appendix  inevitably  leaves  a hole 
in  the  latter.  Should  such  an  accident  happen  the  hole  must  be  stitched 
up  as  in  ordinary  intestinal  wounds  (see  p.  303).  AVhen  the  appendix  has 
been  separated  right  up  to  its  attachment  to  the  caecum,  the  meso-appendix 
is  clamped,  cut  across,  and  the  proximal  end  tied  with  catgut. 

It  is  quite  impossible  to  give  any  idea  of  the  difificulties  met  with  in 
actual  practice,  but  the  principle  to  go  upon  is  first  to  find  the  lower  end 
of  the  caecum  and  the  ileo-caecal  valve  and  then  to  try  to  find  the  apex 
of  the  appendix ; should  the  latter  step  be  impossible,  the  base  of  the 
process  must  be  identified  either  by  sight  or  by  grasping  the  caecum  below 
the  ileo-caecal  valve,  and  rolling  the  appendix  under  the  finger.  This  is 
particularly  useful  when  the  adhesions  have  extended  over  the  caecum  and 
the  appendix  so  as  to  obliterate  all  trace  of  the  actual  attachment  of  the 
two  structures.  When  once  the  appendix  is  felt  rolling  under  the  finger 
the  adhesions  over  it  may  be  separated  and  its  base  defined  without  great 
difficulty ; then,  working  downwards  from  the  base,  the  adhesions  are 
separated  and  the  appendix  defined,  or  the  process  may  be  cut  across  in 
the  manner  described  on  p.  391,  and  the  remainder  of  the  appendix 
gradually  shelled  out  from  the  adhesions  in  which  it  is  involved.  This 
latter  procedure  is  usually,  however,  unnecessary ; with  the  expenditure  of 
a little  time  and  trouble  the  appendix  can  generally  be  cleared  from  the 
apex  to  the  base. 

Re7fioval  of  the  appendix. — ^Vhen  the  appendix  is  quite  free  and  all 
haemorrhage  has  been  arrested,  the  head  of  the  caecum  and  the  appendix 
itself  are  pulled  well  out  of  the  wound  so  as  to  complete  the  operation 
outside  the  abdomen.  There  is  usually  no  difficulty  in  doing  this ; at  most, 
a few  adhesions  of  the  ctecum  itself  may  have  to  be  torn  through  before 
the  latter  is  sufficiently  freed.  It  is  much  more  easy  to  deal  with  the 
stump  of  the  appendix  outside  the  abdomen  than  at  the  bottom  of  a small 
hole. 

There  are  two  chief  methods  of  removing  the  appendix,  viz.,  the 
formation  of  a cap  of  peritoneum  over  the  end  of  the  stump  or  the 
inversion  of  the  latter  into  the  caecum;  the  choice  will  depend  on 
the  condition  of  the  parts.  Inversion  of  the  stump  is  not  practicable  in 
the  majority  of  cases  because  the  appendix  is  inflamed  and  rigid  right  up 
to  its  root  and  it  cannot  be  turned  inside  out ; but  when  it  is  quite  limp 
the  simplest  plan  is  to  invert  it  after  cutting  it  across,  so  that  it  projects 
into  the  ileum,  and  to  keep  it  there  by  a row  of  Lembert’s  sutures. 

When  the  appendix  is  rigid  and  will  not  invert  in  this  manner,  the  best 
plan  is  to  divide  the  peritoneal  coat  circularly  about  half-an-inch  beyond  its 
base  and  to  turn  back  a cuff  of  peritoneum  with  a dissector.  This 
is  easy  except  at  the  attachment  of  the  meso-appendix  where  the  vessels 
will  require  division.  The  reflection  of  the  peritoneal  coat  should  be 
continued  right  up  to  the  point  of  attachment  of  the  appendix  to  the 
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caecum,  and  then  a ligature  is  tied  lirmly  around  the  denuded  muscular 
coat  of  the  appendix  at  its  point  of  attachment  and  the  process  is  cut  off 
just  below  it  (see  Fig.  104).  An  abdominal  cloth  is  packed  closely  around 
the  appendix  before  section,  after  which  any  mucous  membrane  beyond 
the  ligature  is  removed  with  a fine  scoop  and  the  surface  touched  with 


Fk;.  104. — Method  of  covering  in  the  open  end  of  the  Appendix,  a shows  the 
cuff  of  peritoneum  turned  back  all  round  after  the  circular  incision  through  the  peritoneal 
coat.  In^a  ligature  is  applied  around  the  mucous  membrane  as  high  up  as  possible. 
The  appendix  is  then  cut  off  and  the  peritoneal  cuff  turned  down  and  sutured  over  the 
top  of  It  as  shown  in  c. 


undiluted  carbolic  acid  so  as  to  disinfect  it.  The  ligature  is  cut  short  and 
the  peritoneal  cuff  is  turned  down  and  tied  or  stitched  over  the  end.  As  a 
rule  this  suffices,  but  if  there  be  any  doubt  as  to  the  integrity  of  the  peritoneal 
cap,  it  is  well  to  bring  the  wall  of  the  ctecum  together  over  it  by  two  or 


I’lc.  105.— Method  ok  Invacinating  the  Hase  ok  the  Aitendix.  In  Ihe  left-h.nml 
sketch  .T  purse-string,  sero-muscular,  suture  is  first  inserted,  .md  the  .nppendi.\  is  then  cut 
off  flush  with  the  cnjcuni.  The  purse-string  suture  is  drawn  tight  and,  while  this  is  being 
done,  the  stump  of  the  appendix  is  pushed  into  the  cmcum  with  a probe.  When  the 
suture  is  tied,  the  stump  of  the  appendix  is  inverted  and  puckered  up,  as  shown  in  the 
right-hand  figure.  This  is  finally  buried  by  Lembert  sutures. 


three  Lembert  sutures.  Dr.  MacBurney  cuts  off  the  appendix  before  he 
applies  the  ligature  because  he  has  found  that  a stricture  may  be  situated 
between  the  point  of  divi.sion  of  the  appendix  and  the  valvular  communication 
with  the  cnecum,  in  which  case  a small  canal  is  left  between  the  stricture 
and  the  ligature  which  may  cause  recurrence  of  the  trouble.  He  cuts 
the  apjiendix  acro.ss  as  do.se  to  the  caecum  as  possible,  introduces  a probe 
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to  see  whether  a stricture  is  present,  scrapes  away  the  mucous  lining  of  the 
stump  and  destroys  it  either  with  a cautery  or  with  undiluted  carbolic 
acid ; he  then  buries  the  stump  in  the  wall  of  the  CcCCum. 

Another  good  method  is  to  run  a purse-string  suture  around  the  base  of 
the  stump  about  an  eighth  of  an  inch  from  it  before  dividing  the  appendix  at 
all.  After  the  latter  has  been  cut  off,  this  suture  is  tightened  and  the  stump 
is  meanwhile  pressed  well  inwards  with  a probe,  so  that,  when  the  suture  is 
tied,  it  occludes  the  open  end.  Two  or  three  Lembert  sutures  are  applied 
outside  so  as  to  perfect  the  occlusion  (see  Fig.  105).  It  is  well  to  remember 
the  various  ways  of  dealing  with  the  stump  because  cases  differ  very  much 
and  no  one  plan  is  applicable  to  all. 

Closure  of  the  abdominal  incision. — The  area  of  operation  is  now  care- 
fully sponged,  the  packing  is  taken  away,  the  caecum  is  returned  into  the 
abdomen  and  the  abdominal  wound  is  closed.  First  of  all  a continuous 
catgut  suture  unites  the  peritoneum ; then  the  external  oblique  is  retracted 
and  the  deeper  muscles  are  fully  approximated  throughout  the  line  of 
separation  of  their  fibres  by  a few  catgut  stitches.  The  external  oblique 
is  next  brought  together  with  a continuous  catgut  suture  and  the  skin  is 
closed  in  the  usual  manner.  When  the  muscle  fibres  have  been  divided 
transversely,  greater  care  must  be  taken  in  stitching  them  up ; this  must  be 
done  on  the  lines  already  referred  to  (see  Part  II.,  p.  200). 

After-treatme7it. — The  patient  should  not  be  allowed  to  get  up  for  three 
weeks,  so  as  to  permit  of  the  proper  repair  of  the  abdominal  wall.  The 
dressing  does  not  as  a rule  require  changing  for  about  ten  days,  when  the 
stitches  may  be  removed  and  a small  collodion  dressing  applied.  The 
food  should  consist  of  slops  for  the  first  few  days  until  the  bowels  have 
acted.  If  there  be  much  pain,  opium  may  be  given  sparingly  for  the  first 
day  or  so.  Flatulence  often  gives  rise  to  some  trouble  and  will  require  to  be 
treated  by  the  use  of  the  rectal  flatus-tube  and  also  by  the  administration  of 
aromatics  such  as  ginger,  etc.,  while  salol  given  by  mouth  often  diminishes 
the  formation  of  gas.  At  the  end  of  the  fourth  day  phosphate  of  soda,  in 
drachm-doses  every  four  hours  may  be  begun,  while  on  the  fifth,  a copious 
enema  should  also  be  given ; if  that  fail,  a dose  of  castor  oil  will  obtain  a 
proper  evacuation. 

4.  Treatment  of  grangrenous  and  perforating  appendicitis.— 

Immediate  operation  is  essential  here,  and  everything  depends  on  the 
practitioner  recognising  the  condition  of  affairs  and  calling  in  the  surgeon  at 
the  earliest  possible  moment.  There  is  no  question  of  saving  the  abdominal 
wall ; the  main  point  is  to  save  the  patient’s  life,  and  therefore  the  ordinary 
oblique  incision  is  made  through  the  skin  and  the  muscles  right  into  the 
abdominal  cavity.  The  general  abdominal  cavity  is  packed  off"  by  cloths 
and  then  the  ctecum  is  pulled  aside  and  the  appendix  looked  for ; it  may 
either  be  represented  by  a sloughing  mass  or  there  may  be  ftecal  material 
exuding  from  a perforation  in  it.  Within  the  first  six  hours  the  infection 
remains  limited  to  the  area  of  the  appendix  and  the  intestinal  coils  ought 
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not  to  be  separated  for  the  purpose  of  general  disinfection  of  the  abdomen  ; 
neither  is  it  advisable  to  flush  out  the  area,  because  the  fluid  may  separate  the 
coils  and  carry  infective  material  into  other  parts  of  the  abdomen.  All  that 
need  be  done  is  to  separate  the  coils  sufificiently  to  give  access  to  the  appen- 
dix ; if  this  be  gangrenous,  it  must  be  removed  and  a ligature  may  be  put  on 
the  stump  ; if  it  be  perforated,  a ligature  is  applied  to  the  base  and  the  process 
is  cut  off.  There  is  no  need  to  bury  the  stump  because  the  whole  appendix 
is  a septic  mass.  All  infective  material  is  carefully  sponged  away  from  the 
vicinity  of  the  caecum  without  unduly  separating  the  parts,  and  iodoformed 
gauze  is  lightly  packed  into  the  area  left  by  the  appendix,  and  the  wound  left 
widely  open.  It  is  well  to  introduce  one  or  two  drainage  tubes  into  the 
middle  of  the  gauze  right  down  to  the  seat  of  perforation. 

Strychnine  and  stimulants  must  be  freely  resorted  to  during  and  after  the 
operation  and  the  treatment  for  shock  in  abdominal  operations  (see  p.  177) 
must  be  followed.  The  packing  should  be  left  in  for  about  two  days;  as 
its  removal  is  usually  painful,  it  should  be  effected  under  gas  and  ether 
if  the  patient  be  in  a very  weak  state.  The  packing  may  then  be  left  out 
and  drainage  tubes  only  employed.  If  an  anaesthetic  be  given  for  the 
first  dressing,  it  is  well  to  introduce  a series  of  silkworm-gut  stitches 
through  the  skin,  muscles  and  peritoneum,  leaving  them  vvith  their  ends 
loosely  knotted  together  with  the  view  of  gradually  closing  the  wound  in 
the  abdominal  wall  as  the  discharge  gets  less  and  the  patient  begins  to 
recover.  The  external  wound  should  be  packed  in  order  to  prevent  the 
intestine  escaping. 

5.  Treatment  of  suppurative  appendicitis. — ^The  two  principal 
conditions  met  with  here  are  cases  in  which  the  mass  containing  the 
abscess  is  adherent  to  the  anterior  abdominal  wall  and  those  in  which 
adhesion  has  not  taken  place. 

JV/ien  there  are  adhesiotis  to  the  anterior  abdominal  wall. — These  col- 
lections should  as  far  as  possible  be  opjened  at  some  adherent  spot  and 
for  a swelling  in  the  iliac  fossa  it  is  well  to  make  the  incision  about  half 
an  inch  internal  to  the  anterior  superior  iliac  spine  and  to  carry  it  along 
just  internal  to  Poupart’s  ligament  so  as  to  get  well  to  the  region  where 
adhesions  are  most  likely  to  exist.  The  operation  is  carried  out  as  above 
(see  p.  387)  except  that  the  incision  is  made  somewhat  further  out.  Care 
must  be  taken  in  opening  the  peritoneum  lest  the  CcCCum  be  adherent  to 
it ; if  adherent,  the  softened  peritoneum  may  be  scraped  through  and 
the  pus  allowed  to  escape.  The  enlargement  of  the  opening  must  be  done 
cautiously  so  as  not  to  detach  more  adhesions  than  necessary.  As  much  of 
the  pus  is  allowed  to  escape  as  will  come  away  and  the  finger  is  then 
introduced  and  the  cavity  examined  very  carefully.  There  are  often  recesses 
extending  upwards  and  backwards  towards  the  lumbar  region  or  perhaps 
downwards  into  the  pelvis  and  all  these  should  be  explored  with  the 
finger,  but  great  care  must  be  taken  not  to  bore  into  the  general  peritoneal 
cavity.  When  the  abscess  runs  backwards  towards  the  iliac  crest,  a counter- 
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opening  there  will  greatly  facilitate  drainage.  If  a concretion  be  present, 
the  finger  should  detect  it  and  it  can  be  removed  with  forceps. 

The  debateable  question  at  the  presetit  time  is  whether  the  appendix  should  be 
removed. — Some  surgeons  recommend  that  a freer  incision  should  be  made, 
the  cavity  well  opened  up  and  inspected,  washed  and  sponged  out  thoroughly 
and  then  the  appendix  removed.  In  our  opinion  this  is  inadvisable,  except 
possibly  when  the  appendix  hangs  into  the  abscess  cavity,  and  we  would 
strongly  advise  that  the  organ  be  left  for  the  time  being.  Neither  do  we 
see  any  advantage  in  washing  out  the  abscess ; on  the  contrary,  there  is 
considerable  danger  of  rupturing  the  adhesions  and  infecting  the  abdominal 
cavity.  To  us  it  suffices  to  provide  for  proper  drainage  and,  as  for  this 

purpose  gauze  drains  alone  will  hardly  suffice,  we  use  in  addition  india- 

rubber  tubes  which  do  not  press  so  injuriously  on  the  bowel  as  glass  ones 
may  and  which  serve  their  purpose  quite  well.  Large  tubes  should  be 
employed  and  holes  should  only  be  cut  in  the  part  of  the  tube  actually 

in  the  abscess  cavity.  When  the  cavity  is  shut  off  from  the  peritoneum 

there  is  no  necessity  for  using  gauze  and  we  cannot  convince  ourselves 
that  gauze  wicks  are  nearly  as  efficient  for  the  drainage  of  pus  as  are 
drainage  tubes. 

After-treatment, — This  is  practically  the  same  as  that  of  an  acute 
abscess  elsewhere,  and  the  drainage  must  be  continued  as  long  as  any 
discharge  persists.  Fresh  suppuration  not  at  all  uncommonly  occurs  in 
some  recess  which  has  been  insufficiently  opened  up  and  after  a week  or 
ten  days,  when  the  patient  is  going  on  perfectly  well,  the  temperature  may 
again  rise  and  a fresh  access  of  pain  occur ; this  usually  implies  the 
pocketing  of  the  pus  and  the  formation  of  a fresh  abscess,  which  however 
can  usually  be  got  at  through  the  original  opening.  In  any  case  it  must 
be  evacuated  in  whatever  manner  seems  best  under  the  circumstances. 

Trouble  may  also  arise  from  contraction  of  the  aperture  in  the  abdo- 
minal wall  leading  to  difficulty  % in  introducing  the  drainage  tube.  This 
may  necessitate  dilatation  of  the  abdominal  opening  from  time  to  time 
with  graduated  bougies ; on  no  account  should  the  tube  be  left  out  until 
the  bottom  of  the  cavity  has  filled  up,  because  there  will  be  difficulty  in 
getting  it  through  the  skin  opening  again. 

Another  trouble  may  be  some  interference  with  the  action  of  the 
bowels  from  the  matting  together  of  the  intestines.  This  is  most  likely 
to  occur  when  the  suppuration  has  been  in  Douglas’s  pouch,  and  there 
may  then  be  symptoms  of  partial  obstruction.  At  the  same  time  we  have 
never  seen  anything  worse  than  this  and,  except  in  cases  of  urgent 
necessity,  we  would  not  advise  any  further  operative  interference.  The 
administration  of  salines  such  as  phosphate  of  soda  will  usually  keep  the 
bowels  acting,  and  the  adhesions  stretch  after  healing  and  the  trouble 
improves. 

AVhen  suppuration  occurs  in  the  female  pelvis  it  is  well  first  to  open 
the  abscess  from  a median  laparotomy  wound,  and  then,  if  its  floor  be 
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formed  by  the  roof  of  the  vagina  this  may  be  perforated  and  a drainage 
tube  introduced  from  below.  Merely  making  an  opening  through  the  roof 
of  the  vagina  and  not  through  the  middle  line  first  might  damage  a coil 
of  intestine ; moreover,  if  a tube  be  merely  pushed  into  the  cavity  from 
below,  any  lateral  recesses  in  the  iliac  fosste  are  not  properly  drained. 
The  incision  in  front  opens  all  these  recesses  and  then  free  drainage  is 
established  by  a tube  passed  in  through  the  vagina. 

When  there  are  no  adhesions  to  the  afiterior  abdominal  wall. — I'he  first 
thing  is  to  get  ample  room  to  get  at  the  parts,  and  then,  after  pushing 
aside  the  intestines,  to  shut  off  the  peritoneal  cavity  by  packing  with 
cloths  wrung  out  of  salt  solution  (see  p.  177).  An  attempt  is  then  made 
to  separate  the  adherent  coils  until  the  pus  is  reached.  If  the  situation 
of  the  abscess  allows,  an  endeavour  should  be  made  to  work  round  the 
outer  side  of  the  ctecum  so  as  to  get  behind  and  below  it  where  the  pus 
is  most  likely  to  be,  but  this  will  of  course  depend  on  the  position  of 
the  latter.  Many  sponges  on  holders  or  forceps  should  be  at  hand  to 
mop  up  the  pug  as  quickly  as  possible  and,  in  the  first  instance,  the 
opening  into  the  abscess  should  be  quite  small,  as  it  is  not  desirable  t.o 
flood  the  whole  wound  with  pus  as,  were  the  packing  by  any  chance 
insufficient,  the  general  peritoneal  cavity  might  be  infected.  With  a small 
opening,  the  pus  may  be  mopped  up  as  it  oozes  out  and  additional  packing 
may  be  added  if  necessary  at  the  lower  part  as  the  abscess  cavity  becomes 
emptied.  When  the  flow  of  pus  has  ceased,  the  coils  can  be  gradually 
and  gently  separated  so  as  to  open  up  the  abscess  cavity  and  ascertain 
the  exact  state  of  affairs ; great  care  must  of  course  be  taken  not  to  break 
down  more  adhesions  than  is  absolutely  necessary. 

The  further  treatment  is  practically  identical  with  that  already  mentioned. 
One  or  more  drainage  tubes  are  introduced  into  the  cavity,  the  abdominal 
cloths  are  removed  one  by  one  and  gauze  packing  is  inserted  around  the 
tubes  so  as  to  shut  off  the  cavity  of  the  abscess  from  that  of  the  abdomen. 
The  tubes  should  be  large  enough  to  practically  occlude  the  opening  into 
the  abscess  and  there  should  only  be  holes  in  the  part  in  the  abscess 
cavity.  The  wound  is  left  open,  except  possibly  at  its  lower  angle  where 
one  or  two  silkworm-gut  stitches  taking  up  the  whole  abdominal  wall  may 
be  inserted.  Buried  sutures  are  inadmissible  here  because  they  are  almost 
sure  to  become  septic  and  would  then  be  a great  source  of  trouble.  The 
part  of  the  wound  not  stitched  up  should  have  silkworm-gut  stitches  passed 
through  all  the  walls  and  left  loose  with  their  ends  knotted  together  so 
as  to  be  ready  for  tying  as  soon  as  it  is  possible  to  diminish  the  opening. 
'I'he  gauze  is  usually  removed  after  thirty-six  or  forty-eight  hours  and  as 
it  is  usually  firmly  adherent  to  the  abdominal  coils  and  the  process  is 
very  painful  it  is  well  to  employ  an  ancesthetic.  It  is  remarkable  how 
seldom  any  infection  of  the  peritoneal  cavity  arises  in  these  cases. 

Sub-phrenic  abscess. — 'I'he  pus  may  occasionally  travel  upwards  and 
form  a sub-phrenic  abscess  or  an  empyema  ; this  is  not  so  uncommon  as 
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might  be  thought.  A sub-phrenic  abscess  resulting  from  appendicitis  may 
occur  in  various  ways.  The  pus  may  run  up  behind  the  peritoneum  and 
the  ascending  colon  and  collect  in  the  cellular  tissue  beneath  the  diaphragm ; 
this  is  most  likely  to  occur  when  suppuration  has  occurred  behind  the 
csecum  and  has  infected  the  cellular  tissue.  The  abscess  so  formed  may 
point  in  the  lumbar  region  or  it  may  penetrate  the  diaphragm  and  pass 
into  the  pleural  cavity  giving  rise  to  a localised  empyema.  This  mode 
of  spread  of  the  abscess  is  the  rarest. 

In  other  cases,  apparently  when  the  tip  of  the  appendix  is  turned  up 
in  front  of  the  ascending  colon  and  almost  touches  the  liver,  the  pus  may 
extend  up  in  front  of  the  colon  and  collect  between  the  liver  and  the 
diaphragm,  and  may  then  perforate  the  latter  and  lead  to  a localised 
empyema  or  to  adhesion  of  the  lung  and  be  coughed  up  through  the 
bronchi.  Another  way  in  which  these  sub-phrenic  abscesses  form  is  pro- 
bably by  lymphatic  infection ; in  some  cases  no  direct  connection  whatever 
can  be  traced  between  the  abscess  beneath  the  diaphragm  and  the  inflam- 
matory focus  in  the  appendix.  Some  believe  that  it  always  begins  as  a 
peri-hepatitis  which  goes  on  to  suppuration.  The  size  of  the  cavity  and 
the  rapidity  with  which  the  symptoms  come  on  vary  very  much ; they  may 
supervene  a considerable  time  after  the  appendicitis. 

The  symptoms  are  pain  in  the  lower  part  of  the  chest,  increase  in  the 
liver  dulness,  friction  sounds  over  the  hepatic  region,  and  tenderness ; 
occasionally,  when  the  abscess  is  foul,  gas  may  be  present  and  may  diminish 
the  liver  dulness.  Diaphragmatic  breathing  is  absent  but,  unless  the  pus 
penetrate  the  diaphragm,  there  are  no  physical  signs  of  pleuritic  effusion. 
The  liver  is  pushed  downwards,  there  is  no  displacement  of  the  heart, 
and  the  condition  is  fairly  easily  diagnosed  from  pleural  effusion,  but  is 
often  confounded  with  a liver  abscess.  The  latter  is,  however,  rare  in 
connection  with  appendicitis  and  in  it  rigors  and  sweating  are  common, 
while  there  is  usually  less  interference  with  the  diaphragmatic  breathing. 
In  cases  of  sub-phrenic  abscess  the  diagnosis  is  made  more  certain  by 
puncturing  the  chest  with  a needle  in  the  ninth  intercostal  space,  some- 
where about  the  mid-axillary  line. 

Treatnmit. — The  best  way  to  open  the  abscess  is  to  take  out  a portion 
of  the  tenth  or  possibly  of  the  ninth  and  tenth  ribs  in  the  mid-axillary  line 
and  to  get  at  the  abscess  below  the  pleura.  If  however,  on  account  of 
the  high  position  of  the  abscess,  it  be  necessary  to  open  the  pleura,  the 
parietal  layer  should  be  stitched  with  catgut  to  the  diaphragmatic  layer  all 
round  before  incising  the  abscess,  and  the  proposed  opening  carefully 
packed  off.  The  needle  used  for  finding  the  pus  is  left  in  the  abscess 
cavity  during  the  manipulations,  and  is  followed  as  a guide,  the  diaphragm 
being  incised  along  it,  and  dilated  with  forceps  until  an  opening  is  made 
large  enough  to  allow  the  introduction  of  a drainage  tube  (No.  24)  which 
is  usually  firmly  grasped  by  the  diaphragm.  A little  gauze  packing  is  left 
around  the  tube  for  the  first  24  hours  so  as  to  shut  off  the  pleura.  Should 
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a localised  empyema  occur  from  infection,  it  may  be  opened  either  through 
the  same  opening  or  by  a separate  incision.  The  treatment  of  sub-phrenic 
abscess  from  other  causes  is  dealt  with  elsewhere  (see  p.  402). 

6.  Treatment  of  a persistent  sinus  after  operation. — A sinus 
is  not  infrequent,  and  the  difficulty  in  healing  may  be  due  to  various  causes. 
There  may  be  a concretion,  a portion  of  gangrenous  appendix  or  a septic 
ligature  in  the  wound  acting  as  a foreign  body  and,  until  this  escapes,  the 
sinus  will  not  heal ; in  other  cases  the  appendix  remains  open  and  keeps 
the  wound  from  healing.  Another  cause  of  a sinus  is  a faecal  fistula.  In 
perforative  or  gangrenous  appendicitis  or  in  cases  where  an  abscess  has 
remained  for  a long  time  unopened  it  is  not  very  uncommon  for  a small 
perforation  in  the  caecum  to  give  rise  to  a faecal  fistula  and  this  may 
cause  much  trouble. 

The  first  essential  is  to  make  certain  that  the  drainage  is  efficient  and 
that  no  foreign  body  is  present.  After  a reasonable  time,  the  external 
opening  may  be  dilated  very  cautiously  (because  there  are  often  compara- 
tively few  adhesions  around  it)  and  the  cavity  searched  for  a foreign  body 
with  a probe,  a pair  of  forceps  or  even  the  finger ; if  preferred,  a small 
scoop  may  be  introduced  and  the  cavity  gently  cleared  out.  A large 
drainage  tube  is  then  introduced  and  the  result  is  watched.  When  there 
is  a fecal  fistula,  gentle  irrigation  of  the  wound  should  be  practised 
through  the  tube  once  or  twice  a day,  and  efficient  drainage  must  be 
provided.  As  a rule  these  fistufe  close  without  any  trouble  and  seldom 
require  any  plastic  operation  for  their  cure. 

The  sinus  may  however  remain  unhealed  in  spite  of  good  drainage, 
although  no  fecal  fistula  or  foreign  body  be  present;  though  the  sinus  in 
itself  may  not  give  the  patient  trouble,  there  is  always  a certain  amount  of  risk 
about  it  because  the  pus  may  at  any  time  pocket  and  lead  to  fresh  symptoms, 
while  it  is  always  excessively  difficult  to  maintain  a sufficiently  free  opening  in 
the  skin.  In  these  cases,  therefore,  the  question  of  further  procedures  has  to 
be  considered,  and  particularly  whether,  in  spite  of  the  sinus,  the  appendix 
should  be  removed.  With  careful  attention  to  drainage  we  have  seen  sinuses 
of  this  kind  close  even  after  eighteen  months,  but  they  are  always  a source 
of  danger  and  the  question  is  whether  the  risk  of  removing  the  appendix  is 
so  great  as  to  exclude  such  a means  of  shortening  the  case.  As  a matter 
of  experience  it  is  found  that,  unless  there  be  free  suppuration  from  the 
sinus,  there  is  no  great  risk  in  removing  the  appendix  with  proper  precautions. 
In  free  suppuration  there  are  of  course  virulent  pyogenic  cocci,  but  in  many 
cases  of  persistent  sinus  there  is  only  a slight  serous  discharge  which  is 
probably  only  feebly  infective,  and  therefore  in  cases  where  there  has  been 
recurrent  trouble  with  the  drainage  we  are  very  much  inclined,  after  the  lapse 
of  a sufficiently  long  period, — say  eight  or  ten  months, — devoted  to  attempts 
to  get  the  sinus  to  heal,  to  cut  matters  short  by  removing  the  appendix. 

I'he  best  way  of  doing  this  is  not  to  open  up  the  sinus  but  to  make  an 
independent  incision.  The  sinus  should  be  gently  scraped  first  of  all  and 
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packed  with  a little  gauze,  partly  to  define  it  and  partly  to  get  rid  of  the 
septic  material,  and  then  a separate  incision  is  made  in  the  immediate 
vicinity  to  open  the  general  peritoneal  cavity  and  get  at  the  appendix  from 
within.  The  amount  of  adhesions  met  with  will  of  course  vary  very  much, 
and  the  surgeon  must  work  from  the  ctecum  and  the  ileo-c?ecal  valve  to  the 
appendix  itself  which  will  usually  form  part  of  the  wall  of  the  sinus  ; if  firmly 
adherent  to  this,  the  simplest  plan  is  to  expose  the  root  of  the  appendix 
and  divide  the  peritoneum  over  it  and  then  to  gradually  separate  the  peri- 
toneum from  the  appendix,  shelling  out  the  process  from  its  peritoneal 
covering.  This  avoids  all  risk  of  injuring  the  intestine  and  it  is  of  course  the 
mucous  membrane  which  gives  rise  to  the  trouble  in  healing.  If  the 
appendix  be  not  very  adherent,  it  may  be  separated  and  removed  in 
the  ordinary  way.  The  sinus  is  now  thoroughly  cleared  out  and  the 
abdominal  incision  is  extended  into  the  orifice,  which  is  then  packed  with 
gauze,  after  which  the  upper  part  of  the  wound  is  closed  with  stitches.  In 
the  course  of  24  hours  the  peritoneal  cavity  is  well  shut  off,  the  gauze  packing 
is  removed  and  there  is  usually  no  delay  in  the  healing  of  the  sinus. 

Plastic  operations  after  drainage  of  an  abscess. — After  an  appendicitic 
abscess  has  been  opened  and  drained  a defect  must  remain  in  the  abdominal 
wall  at  the  site  of  the  tube  and  a hernia  almost  always  occurs ; the  size 
of  the  hernia  will  of  course  vary  with  the  size  of  the  opening  in  the  abdominal 
wall.  Quite  apart  from  the  risk  of  strangulation,  which  is  of  course  present, 
these  hernise  are  apt  to  be  very  painful  and  hence  the  question  arises  as  to 
their  repair.  Here  again  we  would  advise  that  after  some  months,  when  the 
parts  have  been  more  or  less  restored  to  the  normal,  the  scar  should  be 
excised,  the  abdominal  walls  brought  together  by  suture  in  the  usual  manner, 
and  in  our  opinion  it  is  best  to  take  the  opportunity  of  removing  the 
appendix  at  the  same  time — a point  already  referred  to  (see  p.  381). 


CHAPTER  XXL 


PERITONITIS. 

Inflammation  of  the  peritoneum  occurs  under  a variety  of  conditions  and 
presents  several  forms.  Perhaps  the  most  useful  classification  from  the  point 
of  view  of  treatment  is  into  suppurative  and  non-suppurative  peritonitis, 
both  of  which  may  be  either  localised  or  diffuse. 

NON-SUPPURATIVE  PERITONITIS. 

Some  authorities  assert  that  peritonitis  cannot  occur  without  the  inter- 
vention of  micro-organisms.  However  that  may  be,  there  is  no  question 
that  it  may  occur  without  the  intervention  of  the  pyogenic  organisms,  and 
it  is  quite  possible  that  in  cases  of  localised  peritonitic  exudation  no  micro- 
organisms have  penetrated  into  the  peritoneal  cavity.  This  pathological 
question  however  need  not  detain  us  here. 

Diffuse  non-suppurative  peritonitis  may  occur  under  various  con- 
ditions ; for  instance,  in  rheumatic  fever  inflammation  of  the  peritoneum  may 
occur  just  as  does  inflammation  of  other  serous  membranes.  It  is  also  said 
to  occur  in  syphilis,  and  may  be  met  with  in  the  course  of  p?ieumonia  or 
even  possibly  in  some  septic  cases  without  suppuration  actually  taking 
place ; it  may  also  be  of  a tuberculous  or  a cancerous  nature.  It  may  also 
occur  after  diffusion  of  presumably  aseptic  fluids  into  the  peritoneum,  e.g.  rupture 
of  an  ovarian  cyst,  although  there  the  proliferating  epithelial  cells  may  play 
an  active  part ; it  may  also  follow  rupture  of  an  hydatid  cyst. 

Treatment. — General  non-suppurative  peritonitis  does  not  as  a rule 
come  under  the  surgeon,  and  the  only  cases  to  which  he  is  likely  to  be 
called  are  those  following  rupture  of  an  hydatid  or  an  ovarian  cyst.  In 
either  of  these  accidents  the  sooner  the  peritoneum  is  opened,  the  rup- 
tured cyst  removed  and  the  abdomen  washed  out  the  better.  Rheumatic, 
syphilitic,  or  pneumonic  peritonitis  must  be  treated  on  ordinary  medical 
lines.  The  surgeon  not  infrequently  sees  cancerous  peritonitis,  but  of  course 
there  is  nothing  to  be  done  for  this  beyond  tapping  the  abdomen  when 
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the  accumulation  of  fluid  causes  marked  discomfort ; even  when  there  is 
intestinal  obstruction  from  this  cause  it  is  often  impossible  to  relieve  the 
patient.  Sometimes  a right  colotomy  may  be  of  benefit,  but  this  depends 
on  the  situation  and  extent  of  the  disease. 

Paracentesis  abdominis,  or  tapping  the  abdomen,  is  best  done  under  local 
anaesthesia  with  the  patient  in  the  semi-recumbent  position,  so  that  he  can  lie 
flat  at  once  if  he  become  faint.  The  spot  selected  for  puncture  is  generally 
the  middle  line  about  two  inches  below  the  umbilicus,  but  in  any  case  the 
puncture  must  be  made  into  an  area  from  which  the  bowel,  as  ascertained  by 
percussion,  etc.,  is  absent.  The  bladder  should  be  emptied  before  the 
operation.  The  skin  is  purified  in  the  ordinary  manner  and  a few  drops  of  a 
5%  solution  of  eucaine  should  be  injected  beneath  the  skin  or  Schleich’s 
infiltration  method  (see  Part  I.,  p.  123)  may  be  used.  With  a sharp- 
pointed  curved  bistoury  a nick  is  made  through  the  skin  and  a medium-sized 
trocar  and  cannula  are  thrust  rapidly  through  the  abdominal  wall.  When  the 
trocar  is  withdrawn  a length  of  sterilised  india-rubber  tubing  is  connected  with 
the  cannula  and  the  fluid  is  conducted  into  a suitable  receptacle.  Great 
care  must  be  taken  to  insure  asepsis  throughout.  If  only  a moderate-sized 
trocar  be  used  the  fluid  escapes  so  gradually  as  not  to  cause  the  least  faint- 
ness. As  the  flow  lessens,  the  sides  of  the  abdomen  may  be  compressed 
either  by  the  patient  himself  or  by  a broad  bandage  passed  round  the  body. 
When  the  flow  ceases  the  tubing  is  disconnected,  the  finger  is  applied  over  the 
orifice  of  the  cannula  and  the  instrument  withdrawn.  The  opening  is  closed 
by  a small  pad  of  cyanide  gauze  fastened  in  place  with  collodion  and  a firm 
binder  is  applied  for  a few  days. 

Localised  non-suppurative  peritonitis  is  the  more  frequent  form, 
and  we  have  already  referred  to  various  instances  in  which  it  may  occur. 
For  example  it  occurs  in  connection  with  gastric  ulcer  and  leads  to 
adhesions  between  the  stomach  and  the  neighbouring  viscera  (see  p.  230). 
It  also  accompanies  appendicitis ; indeed,  the  peritoneal  coat  of  any  inflamed 
viscus  is  liable  to  the  exudation  of  lymph  and  consequently  adhesion  to 
neighbouring  structures.  Similar  effusions  may  occur  after  an  injury  that 
leads  to  hcemorrhage.  The  final  result  of  all  these  cases  is  the  formation 
of  adhesions.  We  have  already  referred  to  the  gravity  of  these  in  certain 
cases,  and  have  pointed  out  that  they  may  compress  the  organs  over  which 
they  have  formed,  e.g.  the  stomach  and  the  intestines,  or  they  may  bridge 
over  spaces  between  coils  of  intestine,  and  may  thus  lead  to  strangulation 
of  the  bowel  beneath  them,  or  they  may  cause  intestinal  obstruction  by 
kinking.  Apart  from  this,  the  adhesions  may  interfere  with  the  proper 
performance  of  the  functions  of  the  organ,  and  many  cases  of  abdominal 
discomfort  and  obstinate  dyspepsia  are  due  to  this  cause  (see  p.  283). 

It  is  not  always  possible  to  diagnose  the  presence  of  adhesions  before- 
hand except  by  a process  of  exclusion.  In  a good  rnany  cases  the  exact 
state  of  affairs  is  only  discovered  after  an  exploratory  laparotomy,  when 
division  and  removal  of  limited  adhesions  often  cures  the  patient  at  once. 
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Treatment. — We  need  not  go  into  detail  as  the  subject  has  already 
been  dealt  with  (see  p.  284).  When  the  adhesions  are  limited,  the  cure  is 
often  permanent ; when  extensive,  the  tendency  unfortunately  is  for  the 
adhesions  to  re-form  and  the  trouble  to  recur. 

SUPPURATIVE  OR  SEPTIC  PERITONITIS. 

This  affection  is  much  more  important  and  has  already  been  touched 
upon  in  connection  with  rupture  of  the  stomach  and  intestines  and  also 
with  appendicitis.  Suppurative  peritonitis  may  be  localised  or  diffuse. 

LOCALISED  SUPPURATIVE  PERITONITIS.— We  have  already 
dealt  with  local  peritoneal  suppuration  in  connection  with  the  appendix 
which  is  the  most  common  e.xample  of  this  form  (see  p.  375) ; other 
examples  are  localised  pelvic  peritonitis  and  inflammations  about  the  stomach 
or  the  gall-bladder.  The  condition  necessary  for  the  localisation  of  the 
pus  is  the  presence  of  a plastic  peritonitis  preceding  the  actual  access 
of  the  septic  organisms  to  the  part.  As  a rule  the  perforation  of  an  organ 
into  a healthy  peritoneal  cavity  leads  to  a general  diffuse  peritonitis  without 
any  localisation ; when  it  is  localised  there  has  been  a plastic  peritonitis 
preceding  the  perforation  or  infection  of  the  part  which  has  led  to  adhesions 
around  the  point  of  perforation.  The  perforation  then  takes  place  into  the 
midst  of  these  adhesions  and  a localised  abscess  results. 

Sub'phrenic  abscess. — By  this  term  is  meant  a localised  suppurative 
peritonitis  in  the  sub-phrenic  region ; the  latter  is  divided  into  two  parts  by 
the  suspensory  ligament  of  the  liver,  so  that  the  sub-phrenic  abscess  may 
be  on  the  right  or  the  left  of  this  structure.  The  abscesses  to  the  right 
of  the  ligament  usually  occur  in  connection  with  appendicitis,  with  sup- 
purations about  the  right  kidney,  and  possibly  with  right-sided  empyema. 
They  may  also  follow  suppurations  in  the  gall-bladder  and  possibly  in  the 
liver  itself,  although  this  is  very  rare.  As  a rule  an  abscess  in  the  upper 
part  of  the  liver  will  perforate  the  diaphragm  and  the  pus  will  find  its 
way  directly  into  the  pleural  cavity  or  the  lung  and  not  into  the  peri- 
toneal cavity  above  the  liver.  Sub-phrenic  abscesses  to  the  left  of  the 
suspensory  ligament  originate  most  commonly  in  connection  with  perforation 
of  the  stomach.  They  may  also  arise  from  trouble  in  connection  with  the 
duodenum,  the  left  kidney  or  the  spleen,  or  from  a suppurating  hydatid 
cyst. 

A sub-phrenic  abscess  may  be  intra-  or  extra-peritoneal ; those  which 
occur  in  connection  with  perinephric  suppuration  are  extra-peritoneal,  the 
pus  finding  its  way  up  behind  the  peritoneum ; we  have  already  referred 
to  some  forms  occurring  in  connection  with  the  appendix  which  are  extra- 
peritoneal  (see  p.  396),  while  in  the  rare  cases  in  which  an  empyema  makes 
its  way  through  the  diaphragm  the  abscesses  are  also  extra-peritoneal.  In 
the  gr(^at  majority  of  cases  however  the  true  sub-phrenic  abscess  is  intra- 

peritoneal.  Thus,  in  perforation  of  the  stomach  there  is  first  a plastic  peri- 
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tonitis  leading  to  adhesions  which  shut  off  from  the  general  peritoneum  a 
cavity  into  which  perforation  followed  by  suppuration  takes  place. 

Symptoms. — The  symptoms  are  very  variable  and  depend  on  the  source 
of  the  suppuration.  ^Ve  have  already  referred  to  the  chief  symptoms  of  sub- 
phrenic  abscess  after  appendicitis  (see  p.  396)  and  of  the  localised  suppurations 
in  connection  with  the  stomach.  The  abscesses  sometimes  come  on  quite 
insidiously.  There  is  usually  a certain  amount  of  fever,  loss  of  appetite 
and  wasting  and  more  or  less  tenderness  on  pressure  over  the  lower  ribs. 
The  liver  is  pushed  down  without  being  enlarged  and  the  diaphragm  is 
pushed  upwards.  If  there  be  gas-formation  in  the  abscess,  or  if  it  communi- 
cate with  a hollow  viscus,  the  gas  accumulates  towards  the  upper  part  and 
leads  to  obliteration  of  the  liver  dulness.  This  is  not  absolutely  pathogno- 
monic but,  taken  in  association  with  other  symptoms,  it  will  help  the  diagnosis. 
AVhen  gas  is  present  in  the  abscess  there  is  also  .succussion.  The  exact 
situation  in  which  these  abscesses  point  will  also  vary. 

Treatment. — The  sooner  the  abscess  is  opened  the  better.  The  incision 
will  vary  according  to  circumstances,  but  the  object  is  to  evacuate  it  freely 
and  not  to  infect  the  general  peritoneal  cavity  in  so  doing. 

In  a right-sided  sub-phrenic  abscess  the  most  suitable  incision  is  that  already 
recommended  for  an  abscess  originating  in  connection  with  appendicitis 
(see  p.  396).  Sub-phrenic  abscesses  originating  in  connection  with  the 
stomach  or  with  hydatid  cysts  often  point  in  the  epigastric  region  and  then  the 
ibest  plan  is  to  make  the  incision  over  the  upper  part  of  the  swelling  there  so 
.as  not  to  risk  dividing  any  adhesions ; should  any  part  be  tympanitic,  that 
is  sure  to  be  inside  the  area  of  the  adhesions.  An  opening  in  this  position 
is  not  the  best  for  drainage,  but  it  is  very  convenient  for  examining  the 
character  and  connections  of  the  abscess. 

When  the  abscess  is  limited  in  the  epigastric  region  and  points  forwards, 
it  is  sufficient  to  introduce  a drainage  tube  into  the  epigastric  wound ; but 
when  it  burrows  to  the  left  lumbar  region,  as  it  often  does,  a counter-opening 
.should  be  made ; this  will  probably  go  through  about  the  ninth  intercostal 
space,  and  care  must  be  taken  either  to  go  below  the  pleural  reflection,  or, 
if  the  healthy  pleura  has  to  be  opened,  to  stitch  the  diaphragmatic  and  the 
■costal  surfaces  of  the  pleura  together  so  as  to  shut  off  the  pleural  cavity  before 
the  counter-opening  is  made  (see  p.  396).  In  some  cases  the  counter- 
opening will  be  in  the  lumbar  region. 

When  a sub-phrenic  abscess  occurs  in  connection  with  a perforation 
of  the  stomach  or  intestine,  the  question  of  dealing  with  the  hole  in  the 
viscus  arises.  In  the  great  majority  of  cases  the  hole  closes  pari  passu  with 
the  abscess,  and  a permanent  fistula  is  very  infrequent.  If  the  perforation  be 
immediately  within  reach,  an  attempt  may  be  made  to  stitch  it  up,  but  as  a 
rule  the  stitches  will  not  hold ; they  interfere  with  healing  afterwards,  and 
very  often  have  to  be  removed,  so  that  the  procedure  is  hardly  worth  while. 

ACUTE  GENERAL  SUPPURATIVE  PERITONITIS.— This  is 
one  of  the  most  terrible,  and,  from  the  point  of  view  of  treatment,  one 


SUPPURATIVE  OR  SEPTIC  I'ERITONITIS, 


403 


of  the  most  disheartening  conditions  that  can  be  met  with.  It  usually 
arises  in  connection  with  the  perforation  of  a viscus  such  as  the  stomach, 
the  intestine,  or  the  appendix.  It  may  follow  rupture  of  a localised  collec- 
tion of  pus  in  the  Fallopian  tubes  or  elsewhere,  perforation  of  a septic 
gall-bladder,  or  extravasation  of  septic  urine ; it  may,  of  course,  follow  opera- 
tions in  which  septic  material  has  been  introduced.  In  idiopathic  cases — i.e. 
those  occurring  without  operation  and  without  evidence  of  rupture  of  a 
viscus — the  most  common  cause  is  appendicitis,  but  in  the  female  a very 
frequent  one  also  is  tubal  sepsis.  It  is  well  to  bear  these  two  causes  in 
mind,  because  any  attempt  to  cure  the  condition  must  go  to  the  root  of 
the  trouble  as  well. 

Patholog'y. — The  micro-organisms  at  work  in  these  cases  vary  consider- 
ably, and  the  type  of  the  peritonitis  apparently  varies  also  according  to  their 
nature  and  virulence.  The  bacillus  coli  communis  by  itself  seems  to  be  a not 
uncommon  cause  of  septic  peritonitis ; perhaps  associated  with  it  or  more 
commonly  alone  are  the  various  pyogenic  organisms  of  which  the  most  fatal 
are  the  streptococci  which  give  rise  to  the  rapidly  fatal  adynamic  form  of 
the  disease.  The  gonococcus  also  may  lead  to  general  septic  peritonitis, 
although  this  is  not  so  virulent  a form  as  the  others,  and  the  attack  may 
be  recovered  from.  Septic  peritonitis  may  also  occur  in  connection  with 
the  bacillus  of  pneumonia  and  possibly  also  in  connection  with  other 
organisms. 

Symptoms. — The  condition  is  usually  easily  diagnosed,  and  a mistake 
is  comparatively  seldom  made,  although  the  symptoms  vary  very  much 
according  to  the  suddenness  of  the  onset  and  the  virulence  of  the  condition. 
Apart  from  the  symptoms  due  to  rupture  of  a viscus,  such  as  the  stomach 
or  intestine,  which  we  have  already  referred  to,  or  of  the  appendix,  there 
are  the  symptoms  special  to  the  peritoneal  inflammation.  In  the  less 
severe  cases,  the  shock  of  the  perforation  is  recovered  from  and  then 
various  phenomena  set  in,  the  most  prominent  of  which  is  vomiting ; this 
is  very  persistent  and  occurs  without  an  effort  on  the  part  of  the  patient 
who  constantly  brings  up  a mouthful  or  two  of  the  stomach  contents  or  of 
bile  ■,  the  quantity  of  fluid  that  the  patient  can  bring  up  in  these  cases  is  quite 
surprising.  The  so-called  faecal  vomiting  is  not  a feature  of  septic  peritonitis, 
d'he  pain  is  variable ; sometimes  it  is  so  intense  that  the  patient  cannot  bear 
the  slightest  touch,  nor  can  he  take  a deep  breath,  while  at  others  it  is  not 
marked.  Some  tenderness  is  always  present.  Distension  of  the  abdomen  is 
a very  constant  feature  when  the  affection  is  well  developed  and  is  due  to 
the  inflation  of  the  intestines  with  gas.  Another  constant  feature  is  con- 
stipation, although  in  the  early  stages  excessive  diarrhoea  may  be  present ; in 
the  late  stages  of  peritonitis  the  bowels  seem  to  be  paralysed  and  peristaltic 
action  is  absent.  The  temperature  varies ; unless  the  disease  be  very 
virulent,  it  usually  rises  in  the  first  instance,  and  then  gradually  falls 
as  the  patient  becomes  more  profoundly  poisoned ; in  other  cases  there 
may  be  no  rise  of  temperature  at  all,  the  patient  dying  from  poisoning. 
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Perhaps  the  best  criterion  as  to  the  condition  of  the  patient  is  the  pulse. 
Increasing  rapidity  and  smallness  of  the  pulse  are  very  grave  symptoms; 
it  may  run  up  to  130  very  soon  after  the  attack  has  commenced.  A 
rigor  may  or  may  not  occur.  The  patient  generally  feels  desperately  ill,  and 
has  the  typical  drawn,  sunken,  anxious  face  associated  with  severe  abdominal 
inflammations,  the  so-called  abdominal  aspect  or  facies  Hippocratica.  The 
face  is  of  an  earthen  colour,  and  the  lips  are  cold  and  bluish.  The  patient  is 
usually  restless,  the  respirations  are  entirely  thoracic,  there  is  great  rigidity 
of  the  abdomen,  which,  however,  is  gradually  overcome  as  the  latter 
becomes  distended.  The  intellect  is  usually  unimpaired.  The  patient  gives 
one  the  impression  that  he  is  being  profoundly  poisoned. 

Treatment. — The  treatment  of  these  cases  of  septic  peritonitis  is  most 
discouraging,  and  the  great  majority  end  fatally  whatever  is  done. 

Medical. — In  quite  the  early  stages,  while  the  patient  is  still  pretty 
strong  and  before  it  is  evident  that  there  is  suppuration  in  the  abdomen, 
medical  measures  may  be  employed.  The  patient  should  be  kept  in  the 
recumbent  position  with  the  legs  flexed  over  a pillow  and  a cradle  over 
the  abdomen  to  take  off  the  weight  of  the  bed-clothes.  The  food  should 
be  entirely  fluid,  of  a highly  nutritious  character  and  for  the  most  part 
peptonised.  Digestion  is  very  feeble,  and  there  is  little  absorption  from 
the  alimentary  canal.  Up  to  the  period  when  vomiting  sets  in  however 
small  quantities  of  food  may  be  given  by  the  mouth,  but,  as  soon  as  this 
occurs,  recourse  must  be  had  to  rectal  feeding  (see  p.  234).  Thirst  is 
always  very  marked,  and  is  best  overcome  by  one  or  two  large  normal 
saline  enemata ; a large  quantity  may  be  introduced  in  the  hope  that  an 
action  of  the  bowels  may  also  be  produced  or,  if  not,  that  the  fluid  may 
be  absorbed.  "When  the  vomiting  is  severe,  relief  may  be  obtained  by 
washing  out  the  stomach  from  time  to  time,  while  the  distension  may  be 
relieved  by  a long  flatus-tube. 

Of  late  years  attempts  to  promote  the  action  of  the  bowels  by  saline 
aperients  have  been  advocated,  and  no  doubt  much  benefit  may  be  derived 
from  it  in  the  early  stages.  It  is  questionable  whether  this  plan  should  be 
adopted  in  cases  of  idiopathic  peritonitis,  but  when  laparotomy  is  followed 
by  symptoms  of  peritoneal  inflammation  it  is  one  of  the  earliest  things  that 
should  be  resorted  to ; a drachm  of  sulphate  of  magnesia'  every  two  or 
three  hours,  followed  by  a large  enema,  will  at  any  rate  cause  a large 
quantity  of  fluid  to  be  passed,  and  this  is  presumably  drained  away  from 
the  peritoneum ; at  any  rate  there  is  no  doubt  that  symptoms  of  septic 
peritonitis  after  operation  have  disappeared  after  a free  action  of  the  bowels 
produced  in  this  way. 

The  employment  of  purgatives  in  the  treatment  of  true  suppurative 
peritonitis  does  not  seem  to  us  to  be  advisable.  To  employ  saline  purga- 
tives after  vomiting  sets  in  seems  to  be  not  only  useless  but  actually 
dangerous ; by  that  time  the  possibility  of  promoting  peristaltic  action 
is  very  slight,  and  the  only  result  of  a purgative,  provided  it  be  kept 
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down,  will  be  to  increase  the  amount  of  fluid  in  the  intestines  and  to 
proportionately  add  to  the  patient’s  distress.  Any  attempt  to  obtain  an 
action  of  the  bowels  in  these  advanced  cases  must  be  by  large  soap  and 
water  enemata,  which  very  often  are  not  returned,  in  which  case  they  serve 
to  allay  thirst.  A drachm  of  turpentine  may  be  added  to  each  enema,  but 
the  chance  of  obtaining  any  satisfactory  result  is  very  slight,  and  the 
patient  should  not  be  unduly  distressed  by  persisting  with  them. 

A somewhat  disputed  point  is  the  administration  of  opium.  When  the 
pain  is  very  intense  it  will  be  essential,  but  it  should  be  restricted  to  the 
smallest  possible  doses,  and  should  be  given  in  the  form  of  morphine.  It 
used  to  be  held  that  opium  gave  valuable  rest  to  the  intestines ; as  a 
matter  of  fact  the  intestines  are  very  soon  immobilised  by  the  inflammation, 
and  opium  only  increases  the  paralytic  condition  without  any  corresponding 
advantage.  Strychnine  and  digitaline  are  valuable  in  keeping  up  the  pulse. 
Inhalations  of  oxygen  may  be  useful  when  the  patient  is  getting  blue;  they 
will  have  to  be  practically  continuous. 

Among  local  applications,  a Leiter's  coil,  provided  the  patient  can  bear 
its  weight,  will  probably  do  good  in  the  early  stages,  although  more  comfort 
is  generally  experienced  by  the  employment  of  hot  fomentatio7is ; it  is  perhaps 
best  to  consult  the  patient’s  feelings  in  the  matter. 

Operative. — This  is  the  great  question  for  consideration.  We  are 
here  faced  by  the  question  as  to  whether  it  is  possible  to  do  any  good 
by  operation.  Operative  interference  must  aim  primarily  at  removing  all 
the  septic  material  in  the  peritoneal  cavity,  so  as  to  put  a stop  to  the 
process.  At  the  same  time  of  course  there  will  be  a second  object,  viz., 
to  treat  the  primary  cause  of  the  peritonitis,  because  to  wash  out  the 
peritoneal  cavity  and  to  leave  a perforation  in  a viscus  unclosed,  is  not 
likely  to  do  good.  As  a matter  of  fact,  although  a few  cases  have 

recovered  after  washing  out  the  peritoneal  cavity,  by  far  the  greater 

number  have  died ; while  some  authors  put  recoveries  at  perhaps  one  or 
two  per  cent,  only,  others  take  a much  more  rosy  view  and  put  them 
much  higher. 

It  is  highly  {)robable  that  many  of  the  cases  of  recovery  are  really  cases 
of  more  or  less  local  peritonitis,  and  our  own  experience  of  the  true  diffuse 
form  corresponds  with  that  of  those  who  consider  that  the  results  are  ex- 
ceedingly unsatisfactory  and  very  depressing.  To  assert  that,  when  called 
to  a case  of  this  kind,  the  only  thing  to  do  is  to  open  and  wash  out  the 
abdomen  is  hardly  in  our  opinion  correct.  Much  will  depend  on  the 
condition  of  the  patient  and  on  the  local  character  of  the  trouble.  If  the 
patient  has  been  ill  for  some  time,  if  the  abdomen  is  much  distended, 
the  pulse  rapid  and  very  feeble,  and  the  general  condition  altogether  very 
bad,  an  efficient  washing  out  of  the  abdomen  is  quite  out  of  the  question, 

and  will  only  precipitate  the  fatal  event  and  remove  any  possible  chance 

of  recovery  the  patient  may  have.  \Ve  are  coming  round  to  the  opinion 
that  the  advanced  cases  are  for  the  most  part  best  left  alone.  The  abdomen 
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is  much  distended  and,  if  any  opening  be  made  large  enough  to  efficiently 
wash  out  the  abdomen,  the  intestines  are  sure  to  escape  freely ; their 
manipulation  is  accompanied  by  great  shock,  and  it  is  extremely  difficult 
to  get  them  back  again.  The  only  cases  which  are  at  all  suited  for 
operation  are  the  comparatively  early  ones  without  great  distension  or  pro- 
found poisoning,  In  them  we  certainly  think  that  the  patient  should  have 
the  chance  of  operation  without  delay. 

The  extent  and  character  of  the  operation  will  vary  with  what  is  found 
on  opening  the  abdomen ; the  conditions  which  are  met  with  are  very 
various.  In  some  cases,  even  the  worst,  there  may  be  comparatively  little 
pus  or  lymph,  and  the  case  is  rather  a general  peritoneal  septic£emia  than 
a suppurative  condition.  Under  such  circumstances  the  abdominal  cavity 
should  be  flushed  with  large  quantities  of  hot  salt  solution  through  a com- 
paratively small  opening  in  the  middle  line.  The  abdomen  cannot  be 
satisfactorily  cleansed  through  a lateral  incision,  and,  if  the  appendix  or 
some  lateral  organ  requires  to  be  dealt  with,  a second  opening  may  be 
afterwards  made  over  it. 

The  object  of  the  operation  is  to  remove  the  pus  and  exudation  from 
the  general  abdominal  cavity,  and  in  all  cases  therefore  we  begin  with 
an  incision  in  the  middle  line  usually  somewhat  below  the  umbilicus ; 
should  no  fluid  be  found  in  the  general  peritoneal  cavity,  this  may  be 
closed  and  a second  incision  made  over  the  appendix.  These  cases  are 
much  more  favourable,  as  they  are  semi-localised  forms ; their  treatment 
has  already  been  described  (see  p.  392).  As  a rule,  however,  a general 
peritonitis  is  evident  on  making  a median  incision  ; either  the  peritoneal 
cavity  is  full  of  muddy,  semi-purulent  fluid  without  any  great  exudation 
of  lymph  and  adhesions  of  the  intestines,  or  coils  of  intestine  are  matted 
together  by  large  masses  of  lymph,  and  on  separating  the  former  pus  is 
found  in  all  directions.  The  latter  cases  are  extremely  unfavourable,  because, 
however  carefully  one  separates  the  coils  and  washes  out  the  abdomen, 
there  are  almost  certainly  numerous  collections  of  pus  between  the  coils 
which  must  escape  evacuation  and  which  render  the  operation  useless.  In 
these  almost  hopeless  cases  the  question  of  evisceration  (see  p.  304)  will 
arise,  but  the  patients  are  usually  so  ill  that  they  cannot  possibly  stand 
such  a severe  procedure  and,  even  with  it,  the  chances  of  eradicating  the 
disease  are  very  slight.  The  lymph  is  adherent  and  difficult  to  peel  off 
the  intestines  and  is  full  of  infective  micro-organisms,  so  that  without  its 
removal  it  is  impossible  to  cleanse  the  abdomen  effectually;  moreover,  the 
difficulty  of  getting  the  distended  intestines  back  is  very  great,  and  indeed 
is  often  insuperable,  while  the  shock  caused  by  trying  to  do  so  will  pro- 
bably prove  fatal. 

Hence,  if  on  opening  the  abdominal  cavity  this  condition  be  found,  the 
incision  may  either  be  closed  at  once  or  glass  tubes  may  be  passed  down 
to  Douglas’s  pouch  and  the  lumbar  regions,  which  are  washed  out,  taking 
care  not  to  tear  the  fragile  intestines  in  doing  so.  A small  perforation  may 
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then  be  made  in  the  loins  for  drainage,  and  a tube  introduced  into  Douglas’s 
pouch.  But  the  prognosis  is  very  bad. 

On  the  other  hand,  if  a quantity  of  thin  turbid  fluid  be  found,  without 
any  marked  matting  of  the  intestines,  the  chances  of  cleansing  the  abdomen 
are  much  greater,  and  here  the  question  arises  whether  the  surgeon  should 
be  content  to  wash  out  the  abdomen  through  a comparatively  small  incision 
or  whether  he  should  eviscerate  the  patient  and  thoroughly  cleanse  all  the 
coils  and  the  fossce  in  the  peritoneum.  The  latter  course  is  much  more 
effectual  and,  when  there  is  very  little  lymph,  it  is  a much  more  hopeful 
procedure,  provided  always  the  patient  is  able  to  stand  it.  If  irrigation 
and  drainage  alone  be  employed  it  must  be  very  thorough  to  be  effectual. 
At  the  same  time  evisceration  is  such  a serious  addition  to  the  shock  that 
it  can  only  be  employed  in  very  favourable  cases.  In  the  majority  of 
instances  the  surgeon  must  be  content  with  thorough  irrigation,  and  a 
certain  number  of  cases  have  recovered  after  washing  out  of  the  abdomen. 
These  cases  and  those  in  which  the  peritonitis  has  not  become  diffuse  over 
the  abdomen  are  no  doubt  responsible  for  the  more  favourable  view  which 
some  surgeons  take  as  to  the  value  of  surgical  intervention  in  cases  of 
septic  peritonitis. 

If  irrigation  without  evisceration  be  decided  upon,  it  must  be  as  thorough 
as  possible,  and  is  best  effected  if  two  or  three  openings  be  made  into  the 
abdomen.  If  the  peritonitis  be  due  to  appendicitis  a small  incision  should 
be  made  over  the  appendix  and  that  organ  removed.  It  is  well  before 
commencing  irrigation  to  make  a small  incision  in  each  flank  and  introduce 
a large-sized  drainage  tube  with  numerous  holes ; these  are  the  chief  places 
where  the  fluid  accumulates,  and  the  incisions  are  valuable  in  facilitating 
irrigation  aftd  for  drainage  afterwards.  The  abdomen  is  now  irrigated 
through  the  central  incision  most  thoroughly.  A long  tube  is  first  passed 
into  the  appendix  region  and  the  fluid  is  allowed  to  escape,  partly  by  the 
tube  there  and  partly  through  that  in  the  loin.  The  tube  is  then  passed 
into  Douglas’s  pouch,  which  must  be  very  thoroughly  flushed,  after  which 
it  is  directed  into  both  iliac  fossje  and  then  both  lumbar  regions.  This 
irrigation  should  be  continued  as  long  as  the  patient  does  not  show  signs 
of  failing,  and  several  quarts  of  hot  salt  solution  (105°  F.)  should  be  used. 
Finally,  drainage  tubes  should  be  introduced  into  the  lumbar  and  appendix 
wounds,  and  a large  glass  drainage  tube,  with  a gauze  wick  in  its  interior 
to  favour  the  escape  of  the  fluid  by  capillary  action,  through  the  central 
incision  into  Douglas’s  pouch. 

A point  in  these  operations  to  which  we  attach  importance  is  that  in 
our  opinion  the  surgeon  ought  to  wear  india-rubber  gloves.  We  do  not 
advocate  them  as  a general  rule,  but  we  certainly  think  that  the  operator 
ought  to  wear  them  in  this  operation  not  so  much  for  his  own  sake  as  for  that 
of  the  patients  upon  whom  he  may  have  to  operate  subsequently.  The 
fluid  is  excessively  virulent  and,  apart  from  the  fact  that  the  surgeon  may 
infect  himself,  the  septic  material  is  apt  to  hang  about  the  nails  and  the 
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cracks  in  the  hands  and,  even  after  a thorough  washing,  the  septic  organisms 
may  be  conveyed  to  another  patient,  especially  if  a second  operation  be 
done  soon  after  the  first.  We  should  certainly  not  feel  comfortable  in 
performing  a second  operation  a few  hours  after  operating  on  one  of  these 
cases,  even  after  the  most  thorough  purification. 


TUBERCULOUS  PERITONITIS. 

This  is  by  no  means  an  uncommon  form  of  tuberculosis  and  is  usually 
secondary  to  phthisis,  tuberculous  disease  of  bones,  joints,  or  glands,  genito- 
urinary tuberculosis,  or  tuberculous  ulceration  of  the  intestine.  Primary 
tuberculosis  of  the  peritoneum  is  comparatively  rare. 

CAUSES.— Among  the  intra-abdominal  diseases  giving  rise  to  tuber- 
culous peritonitis  the  chief  are  tuberculous  ulceration  of  the  intestine 
— including  tuberculous  appendicitis, — tuberculous  mesenteric  glands  and 
tuberculous  disease  of  the  genito-urinary  system,  especially  of  the  Fallopian 
tubes.  Many  authors  look  on  intestinal  ulcers  as  among  the  most  common 
causes  of  tuberculous  peritonitis.  The  tubercles  forming  the  base  of  tbe 
intestinal  ulcer  gradually  infiltrate  the  bowel  until  they  reach  the  sub-serous 
coat,  and  then  rapid  infection  of  the  peritoneum,  at  first  local  and  then 
general,  follows.  The  form  associated  with  intestinal  ulceration  is  usually 
extremely  serious,  and  there  is  generally  extensive  caseation  and  secondary  de- 
posits in  the  peritoneum.  Perforation  may  occur  and  suppuration,  sometimes 
however  localised,  followed  by  a faecal  fistula  when  the  abscess  is  opened. 

Tuberculous  disease  of  the  intestine  is  said  to  occur  most  commonly 
in  the  lower  part  of  the  ileum,  but  it  is  also  very  frequent  in  the  caecum. 
Tuberculous  appendicitis  is  also  met  with,  but  not  so  often  as  one  would 
expect.  Other  common  starting-points  of  infection  are  the  female  generative 
organs,  more  especially  the  Fallopian  tubes,  which  become  enlarged,  hard 
and  tortuous  and  form  thick  sausage-shaped  masses  full  of  cheesy  material 
or  broken-down  pus  with  their  walls  dotted  with  tubercles.  The  tubes 
usually  become  firmly  adherent  to  the  uterus  and  rectum.  The  disease  in 
the  tubes  almost  always  commences  close  to  the  fimbriated  extremities,  and 
the  canal  is  quickly  shut  off  from  the  peritoneum  by  firm  fibrous  adhesions. 

Tuberculous  mesenteric  or  retro-peritoneal  glands  are  the  least  common 
■of  the  three  sources  of  infection,  and  the  enlargement  of  the  mesenteric 
glands  that  is  seen  so  commonly  in  tuberculous  peritonitis  is  part  and 
parcel  of  the  disease  rather  than  a preceding  event. 

VARIETIES.  — The  results  of  the  tuberculous  infection  of  the  peritoneum 
•differ  widely,  and  the  conditions  found  may  be  divided  into  three  main 
groups ; these  groups  are  however  quite  arbitrary,  and  there  is  no  hard  and 
fast  line  of  separation  between  each. 

I.  The  peritoneum  is  studded  with  tubercles,  some  small,  greyish  and 
transparent,  others  large  and  becoming  cheesy.  They  are  scattered  over 
both  visceral  and  parietal  peritoneum  and  frequently  have  patches  of  fibrinous 
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exudation  over  them  ; in  the  early  stage  there  is  not  necessarily  any  matting 
of  the  intestines  or  distortion  of  the  omentum  or  mesentery.  There  is  almost 
always  some  fluid  in  the  abdominal  cavity,  usually  of  a lightish  straw  colour 
or  opalescent  or  even  blood-stained.  The  sensation  on  putting  one’s  finger 
into  an  abdomen  thus  affected  is  the  same  as  if  it  were  passed  into  a bag 
of  sago.  The  tubercles  generally  occur  in'  patches,  and  are  most  marked 
in  the  vicinity  of  the  primary  lesion.  Although  matting  together  of  the 
intestines  is  not  a feature  of  the  disease  at  this  early  stage,  they  may  be 
stuck  together  to  a certain  extent,  and  thus  the  fluid  in  the  abdomen  does 
not  pass  freely  from  one  part  of  the  cavity  to  the  other  and  may  even  be 
collected  together  in  parts  and  simulate  a cyst. 

2.  In  a second  group,  adhesions  of  the  intestines  and  fibroid  induration 
of  the  omentum  and  mesentery  are  the  marked  features.  The  intestines 
become  bound  together  by  firm  new  fibrous  tissue  in  which  miliary  tubercles 
are  present,  and  these  adhesions  may  constrict  the  intestine  or  may  cause 
kinking  and  lead  to  obstruction.  The  intestines  are  adherent  not  merely  to 
one  another  but  also  to  the  abdominal  wall ; this  is  a cause  of  anxiety  in 
performing  laparotomy  in  these  cases  and  is  the  chief  objection  to  aspirating 
the  abdomen  for  the  removal  of  fluid.  When  the  entire  abdomen  is  affected, 
the  adhesions  are  most  marked  near  the  diaphragm.  The  omentum  is  early 
involved ; its  layers  become  matted  together  and  the  whole  structure  becomes 
thickened  and  shrunken  and,  in  the  advanced  stages,  forms  a thick  sausage- 
like mass  lying  more  or  less  transversely  about  the  level  of  the  umbilicus. 
It  is  generally  adherent  to  the  abdominal  wall  at  this  point.  The  omentum 
contains  numerous  tubercles  in  its  substance  and  scattered  over  its  surface, 
while  the  mesentery  is  thickened  and  shrunken  and  drags  the  small  intestine 
up  towards  its  root  so  that,  when  fluid  is  present,  it  generally  collects  towards 
the  left  side  of  the  abdomen.  The  mesenteric  glands  are  also  enlarged  though 
not  as  a rule  cheesy.  The  spleen  is  not  uncommonly  enlarged  and 
encapsuled  collections  of  fluid  are  quite  common. 

3.  In  the  third  group,  a very  grave  one,  the  tuberculous  masses  are 
much  larger  and  are  undergoing  caseation.  The  mesenteric  glands  are  large 
and  caseous,  the  omentum  is  often  converted  into  a caseating  mass  and 
similar  masses  form  in  the  adhe.sions  which  bind  the  intestines  together. 
The  contraction  and  distortion  of  the  bowel,  the  shrinking  of  the  mesentery 
and  the  other  changes  mentioned  under  the  second  form  (yide  supra)  are 
much  exaggerated.  This  condition  is  usually  associated  with  ulceration  of 
the  intestine,  which  is  thinned  and  may  even  be  perforated  in  places,  while 
in  others  several  strictures,  some  of  them  quite  tight,  may  be  present  and 
may  cau.se  incomplete  obstruction.  Collections  of  fluid  are  not  uncommon  ; 
they  are  usually  encapsuled  and  generally  purulent,  the  pus  presenting  all  the 
characters  of  ordinary  tuberculous  pus.  In  some  cases  however  the  latter 
is  foul  and  contains  the  bacillus  coli  communis  either  from  infection 
through  the  intestinal  walls  or  from  actual  perforation  of  the  intestine.  In 
young  children  this  condition  is  most  marked  near  the  umbilicus,  through 
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which  pus  may  find  its  way ; it  is  not  uncommon  to  find  an  umbilical  sinus 
and  even  a fecal  fistula  as  well.  As  the  latter  is  usually  in  the  small 
intestine,  often  high  up,  the  child  rapidly  emaciates  and  goes  downhill. 

The  above  are  the  chief  types  of  tuberculous  peritonitis,  but  inter- 
mediate varieties  are  met  with.  The  affection  may  be  localised,  especially 
in  connection  with  tuberculous  perityphlitis  or  disease  of  the  tubes,  and 
the  mass  thus  formed  has  frequently  been  mistaken  for  a tumour ; in  the 
cjEcal  region  such  masses  give  rise  to  more  or  less  complete  obstruction. 

The  affection  may  occur  at  any  age  but  is  most  common  between 
twenty  and  thirty-five ; it  is  common  in  children  but  comparatively  rare 
above  thirty-five.  Differences  of  opinion  exist  as  to  the  relative  frequency 
in  the  two  sexes,  but  females  seem  to  be  much  more  frequently  operated 
on  for  the  disease  than  males. 

SYMPTOMS.  — The  disease  is  not  easy  to  diagnose  in  the  early  stages. 
It  may  begin  slowly  and  insidiously  or  it  may  be  rapid  and  quite  readily 
mistaken  for  typhoid  fever  or  tuberculous  meningitis.  As  a rule  the 
following  are  the  chief  points.  The  patient  complains  of  malaise,  headache, 
thirst,  does  not  sleep  well  and  suffers  from  night-sweats.  He  soon  loses 
his  appetite,  and  not  uncommonly  has  occasional  vomiting.  The  bowels 
are  irregular  and  he  suffers  either  from  constipation  or  diarrhoea  or  from 
alternations  of  the  two.  Next  follows  abdominal  pain  increased  by  exertion 
or  it  may  be  only  a feeling  of  weight  or  pressure ; sometimes  there  is  no 
pain,  and  it  is  rare  for  pain  to  be  marked  at  the  commencement  of  the 
disease.  There  is  generally  an  evening  rise  of  temperature,  but  it  may  not 
be  marked ; in  some  cases  there  is  none.  In  others  again  the  temperature 
after  being  normal  for  a considerable  time  may  suddenly  rise  in  the 
evening  and  assume  a hectic  type.  In  all  except  the  acute  cases  the 
patients  are  able  to  get  about  in  the  early  stages,  but  from  time  to  time 
they  may  have  to  lie  up  on  account  of  general  weakness  or  of  increasing 
pain.  After  some  weeks  or  months  however  the  patient  has  to  give  up 
work  either  on  account  of  increasing  weakness  or  more  commonly  because 
of  gradual  swelling  of  the  abdomen,  severe  pain  or  shortness  of  breath. 
As  the  disease  goes  on,  there  is  a rapid  advance  in  the  mal-nutrition  and 
emaciation,  the  skin  becomes  pale,  sallow  and  dry,  the  cheeks  sink  in  and 
the  patient  acquires  the  suffering  aspect  of  those  with  abdominal  trouble. 
In  some  cases  the  symptoms  are  much  more  acute'  and  in  a considerable 
number  they  may  be  mistaken  for  those  of  typhoid  fever. 

The  local  conditions  found  on  palpating  the  abdomen  depend  on  the 
pathological  changes  already  described  and  to  a great  extent  also  on  whether 
there  is  or  is  not  fluid  free  in  the  abdomen.  ^Mlen  such  is  the  case,  the 
abdominal  wall  is  very  tense  and  shiny  with  big  veins  running  over  it 
and  the  lower  ribs  are  everted.  When  there  is  little  fluid,  the  thickened 
omentum  is  easily  felt  as  a sausage-shaped  mass  running  transversely  across 
the  abdomen  about  the  level  of  the  umbilicus.  The  percussion  note  is 
variable  ; fluctuation  is  indistinct  and  the  fluid  changes  its  position  slowly, 
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as  it  has  to  make  its  way  among  the  adherent  intestines.  Sometimes  the 
fluid  may  be  encapsuled  and  form  soft  tumours  often  mistaken  for  ovarian 
cysts.  Again  there  maybe  little  fluid  present;  the  intestinal  coils  become 
adherent,  the  mesentery  contracts,  the  omentum  is  thickened  and  shrunken, 
and  hard  masses  are  formed  in  the  abdomen.  The  coils  are  irregularly 
distended  with  gas,  there  may  be  marked  meteorism  and,  when  there  is 
partial  obstruction,  the  coils  of  the  intestine  may  be  seen  through  the 
abdominal  wall.  The  splenic  dulness  may  be  increased,  the  liver  dulness 
is  not  uncommonly  diminished  and  the  stools  are  light  in  colour  from 
imperfect  digestion  of  fat. 

The  disease  is  often  associated  with  various  complications,  more  especially 
intestinal  obstruction  due  to  kinking,  to  bands,  or  to  stricture  following 
ulceration.  Perforation  may  also  occur  either  through  an  ulcer  or  from 
obstruction ; or  there  may  be  abscess  formation  with  discharge  of  pus  from 
the  umbilicus  and  faecal  fistula.  It  is  not  uncommon  for  the  disease  to 
be  complicated  with  phthisis  or  pleurisy. 

The  diagnosis  is  not  always  easy.  The  affection  has  to  be  distinguished 
from  ulcer  of  the  intestine,  malignant  disease,  gastric  catarrh,  typhoid  fever, 
peritoneal  cancer,  chronic  peritonitis  from  other  causes  and  ovarian  cysts. 
The  points  in  favour  of  tuberculous  peritonitis  are  a family  history  of 
tuberculosis,  tubercle  elsewhere,  the  presence  of  localised  atypical  thicken- 
ings in  the  abdomen,  a fairly  rapid  formation  of  exudation,  a feeling  of 
weight  and  uneasiness,  an  atypical  percussion  note  changing  very  slowly  with 
alterations  in  position,  the  presence  of  little  or  no  fever  or  a hectic  tempera- 
ture, little  or  no  albuminuria,  and  no  demonstrable  cause  for  the  ascites. 

The  prognosis  is  undoubtedly  very  grave,  but  much  depends  on  the  form 
of  the  disease  and  on  the  presence  or  absence  of  complications.  As  a 
matter  of  fact,  physicians  now  take  a much  more  hopeful  view  of  the 
trouble  than  they  did  and,  provided  that  no  complication  such  as  phthisis, 
obstruction,  or  perforation  arises,  the  outlook,  especially  in  the  young,  is 
now  considered  not  nearly  as  bad  as  was  formerly  held  to  be  the  case. 

TREATMENT.— This  is  partly  medical  and  partly  surgical ; in  the 
early  stage  the  treatment  lies  with  the  physician. 

Medical. — The  patient  should  be  placed  under  the  best  hygienic  con- 
ditions ; the  diet  must  be  highly  nutritious  and  digestible.  In  the  later 
stages,  especially  when  there  is  intestinal  ulceration,  it  must  be  entirely  fluid. 
'I’he  bowels  should  be  regulated ; if  ascites  be  present,  diuretics  will  also  be 
called  for.  Cod-liver  oil  may  be  given  either  by  the  mouth  or  by  the 
rectum,  and  arsenic  is  of  use.  Intestinal  antiseptics,  such  as  creosote,  salol 
or  guaiacol  may  also  be  employed.  Dr.  Burney  Yeo  speaks  highly  of  ab- 
dominal inunction  with  iodoform  ointment  and  the  internal  administration 
of  iodoform  in  the  form  of  one-grain  pills  three  times  a day.  'When  pain  is 
very  marked,  the  local  application  of  belladonna  to  the  abdomen  or  a sub- 
cutaneous injection  of  morphine  may  be  desirable.  Ice  has  also  been  applied 
to  the  abdomen  with  benefit. 
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Surgical. — Up  to  comparatively  recently  surgical  interference  was  not 
thought  of  unless  some  complication  occurred  and  this  is  to  some  extent  the 
case  even  now.  Surgical  intervention  however  must  be  considered  from 
various  points  of  view.  It  has  been  found  in  a number  of  cases,  where  the 
abdomen  has  been  opened  for  diagnostic  purposes  or  under  a mistaken 
diagnosis  as  to  the  nature  of  a swelling,  that  the  condition  was  one  of  tuber- 
culous peritonitis,  but  that  nevertheless  the  tuberculous  condition  has  rapidly 
improved  after  the  operation  although  nothing  was  done  beyond  opening  the 
abdomen ; this  has  occurred  so  frequently  that  of  late  years  simple  laparo- 
tomy in  cases  which  do  not  yield  to  medical  treatment  has  come  very  much 
into  vogue.  Thus,  probably  the  chief  surgical  measure  in  progressive  cases 
is  a simple  laparotomy. 

Surgical  intervention  may  however  be  called  for  when  there  is  intestinal 
obstruction,  or  a collection  of  purulent  fluid,  or  with  the  object  of  extirpating 
a localised  tuberculosis ; in  these  last  cases  however  the  diagnosis  is  com- 
paratively rarely  made.  Again,  surgical  intervention  may  be  required  for  the 
cure  of  a fecal  fistula. 

Simple  laparotomy. — The  results  of  a simple  laparotomy  for  tuber- 
culous peritonitis  vary  very  considerably  according  to  the  type  of  disease 
present,  but  all  types  may  improve  after  it.  The  greatest  improvement  is 
evident  when  there  is  free  fluid  in  the  abdominal  cavity,  but  improvement 
also  occurs  in  cases  where  little  or  no  fluid  is  present ; even  in  the  bad 
caseating  cases  a few,  though  by  no  means  the  majority,  may  improve.  How 
laparotomy  acts  is  unknown ; it  suffices  to  say  that  it  simply  aims  at  opening 
the  abdomen  and  evacuating  any  fluid  present. 

The  cases  most  suited  for  operation  are  those  belonging  to  the  first  group, 
especially  if  the  pathological  changes  be  localised,  and  the  next  most 
favourable  are  those  where  the  fluid  is  diffused  over  the  abdomen.  In  the 
third  group  (see  p.  409)  the  successes  are  few  and  the  operation  is  difficult ; 
indeed  a fecal  fistula  may  result  even  without  apparent  injury  to  the  intestine. 
It  is  also  not  uncommon  for  the  scar  to  become  infected  with  tubercle  ; 
but,  even  in  spite  of  this,  benefit  may  ultimately  occur,  while  practically 
all  the  patients  die  if  left  alone,  so  that  no  one  of  the  classes  can  be  quite 
excluded  from  operation.  But  the  frequency  with  which  operation  will  be 
resorted  to  differs  in  different  cases ; in  those  with  effusion  it  will  be 
readily  resorted  to,  in  others  less  quickly,  and  in  the  caseating  form 
only  as  a last  resort.  Phthisis  does  not  seem  to  be  a bar  to  the  operation 
which,  when  not  accompanied  by  excision  of  portions  of  the  abdominal 
contents,  is  not  accompanied  by  shock  ; the  condition  of  the  lungs  has  been 
found  to  improve  j>ari  passu  with  the  local  condition  in  cases  that  have 
benefited  by  operation. 

Most  suitable  time  for  operatiofi. — Unless  improvement  follows  medicinal 
treatment  within  six  weeks  in  acute  cases  or  six  months  in  chronic  ones,  the 
abdomen  should  be  opened  whether  fluid  be  present  or  not.  'I'he  operation 
may  do  good  when  it  is  least  expected  to  do  so  and  in  any  case  the  patient 
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should  not  be  allowed  to  go  too  much  downhill.  On  the  other  hand,  it 
apparently  does  not  do  to  operate  too  soon ; curiously  enough,  operation  in 
cjuite  the  early  stage  is  very  apt  to  be  followed  by  recurrence.  If  the 
patient  be  suffering  from  incomplete  obstruction,  the  abdomen  should  be 
opened  early  with  the  view  of  performing  a short  circuit  operation,  or  even, 
if  possible,  of  removing  the  affected  portion  of  the  intestine  or  other  primary 
seat  of  the  disease. 

Operation. — An  opening  is  made  in  the  middle  line  of  the  abdomen  below 
the  umbilicus,  any  fluid  is  allowed  to  run  out,  its  escape  being  aided  by 
turning  the  patient  on  the  side,  and  then  the  wound  is  stitched  up  again. 
Formerly  the  abdomen  was  washed  out  with  various  antiseptics  such  as 
carbolic  acid  or  sublimate  lotions,  or  was  flushed  with  salt  solution  and 
carefully  dried  with  sponges.  All  these  methods  seem  quite  unnecessary, 
as  equally  good  results  are  obtained  after  simple  laparotomy.  When  ad- 
hesions are  present,  great  care  is  necessary  in  opening  the  abdomen  to  avoid 
injury  to  the  intestine  and,  if  the  adhesions  be  firm  and  numerous,  it  is 
better  to  abandon  the  operation  and  close  the  wound  than  to  force  a way 
in  among  the  intestinal  coils ; the  bowel  is  usually  very  fragile,  and  any 
attempt  to  separate  adherent  coils  may  lead  to  actual  laceration  of  the 
intestine  at  the  time  or  may  so  injure  its  wall  as  to  lead  to  a fecal  fistula  sub- 
sequently. When  pus  is  found,  it  should  be  washed  out  by  salt  solution,  and 
some  iodoform  and  glycerine  emulsion  should  be  introduced  into  the  cavity 
before  closing  it. 

Various  important  points  have  to  be  considered  in  connection  with  the 
operation,  the  first  of  which  is  the  question  of  drainage  when  fluid  is  present. 
There  seems  to  be  no  advantage  in  this  when  the  fluid  is  serous  ; indeed  it 
may  lead  to  a tuberculous  sinus.  Even  when  pus  is  present,  provided  it  be 
not  foul  or  apparently  infected,  it  is  well  to  treat  it  like  a chronic  abscess 
elsewhere,  washing  out  the  cavity  and  leaving  in  iodoform  and  glycerine  (see 
Part  I.,  p.  248) ; if  the  pus  be  infected  with  pyogenic  organisms,  drainage 
must  of  course  be  provided. 

Another  important  question  is  whether  the  primary  focus  (see  p.  408) 
should  be  searched  for  and  removed.  Much  will  depend  on  the  condition 
of  the  patient  and  the  extent  of  the  disease  in  the  peritoneum.  Theoretically 
of  course  the  primary  focus  should  be  removed  and  practically  it  has  been 
found  that,  in  suitable  cases  seen  early,  the  best  results  have  followed  this 
practice.  On  the  other  hand,  the  disease  is  very  extensive  in  the  majority  of 
cases  to  which  the  surgeon  is  called  and  the  question  becomes  much  more  com- 
plex. As  a result  of  what  has  been  done  in  this  way  we  would  formulate  the 
following  opinion  : — When  the  tuberculous  disease  is  strictly  localised  to  the 
neighbourhood  of  the  primary  focus, — e.^.  when  only  a few  coils  are  affected 
in  the  neighbourhood  of  an  intestinal  ulcer,  when  only  the  cfecum  and  the 
neighbouring  parts  of  the  ileum  are  affected  in  cases  of  tuberculous  appendi- 
citis, or  when  there  is  only  a commencing  eruption  of  tubercles  about  the 
Fallopian  tubes  without  any  extensive  matting  of  the  intestine, — we  think 
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that  without  doubt  the  primary  focus  should  be  removed,  provided  the 
patient’s  strength  be  good,  whether  it  involves  resection  of  the  intestine, 
removal  of  the  appendi.x  or  of  the  Fallopian  tubes ; the  results  obtained  are 
certainly  far  better  than  those  of  simple  laparotomy.  On  the  other  hand, 
in  the  much  more  advanced  cases,  adhesions  are  present  and  it  is  e.xcessively 
difficult  in  the  first  place  to  find  the  primary  focus  and  in  the  second  to 
remove  it  when  found.  Here  also  the  patient  is  generally  run  down  and 
cannot  stand  a prolonged  operation  ; moreover,  the  tuberculous  intestines  are 
so  fragile  that  they  tear  very  readily  and  a fecal  fistula  or  a fatal  per- 
foration may  follow  th’e"  attempt.  We  therefore  recommend  that  in  advanced 
cases  it  is  better  to  be  content  with  a simple  laparotomy  unless  the  primary 
focus  be  quite  readily  removable. 

Laparotomy  for  obstruction. — Another  reason  for  surgical  inter- 
vention is  intestinal  obstruction  (see  p.  351).  The  surgeon  must  judge 
when  the  abdomen  is  opened  how  far  the  condition  can  be  remedied 
either  by  resection  of  the  infected  portion  of  the  intestine  (which  however 
can  only  be  seldom  practicable)  or  by  an  anastomosis  of  healthy  bowel 
above  and  below  the  seat  of  obstruction.  A remarkable  case  of  recovery 
after  a short-circuit  operation  done  for  almost  complete  occlusion  of  the 
intestine  has  come  under  our  care  and  similar  cases  have  occurred  in  the 
practice  of  others.^  We  would  therefore  advise  that,  in  all  cases  where 
symptoms  of  grave  obstruction  are  present,  the  abdomen  should  be  opened 
and  a short-circuit  operation  should  be  done  if  possible.  When  this  is 
impossible,  the  abdomen  must  be  closed  again  in  the  hope  that  the  simple 
laparotomy  will  lead  to  improvement. 

Mr.  Mayo  Robson  ^ has  suggested  that  a short-circuit  operation  should 
be  done  for  tuberculous  ulceration  of  the  intestine  not  only  to  avoid 
obstruction  but  also  to  give  rest  to  the  affected  portion  of  the  bowel. 
This  is  no  doubt  theoretically  quite  good,  and  practically  it  has  been 
found  that,  when  operation  has  been  performed  for  incomplete  obstruction, 
great  improvement  has  followed  in  the  majority  of  cases,  showing  the  value 
of  rest  to  the  affected  coil.  In  practice  however  the  surgeon  will  not  as  a 
rule  see  the  cases  until  the  tuberculous  peritonitis  has  lasted  some  time 
or  until,  in  the  case  of  pure  intestinal  tuberculosis,  the  gut  has  become 
narrowed  and  symptoms  of  obstruction  are  present,  and  as  a matter  of 
fact  there  were  symptoms  of  commencing  stricture  before  operation  in 
Mr.  Mayo  Robson’s  cases.  It  does  not  seem  very  probable  that  there  is 
much  of  a future  for  short-circuit  operations  in  intestinal  tuberculosis 
apart  from  obstruction.  The  extent  of  the  mischief  is  very  variable  and  a very 
large  portion  of  the  alimentary  canal  may  have  to  be  shut  out  and,  unless 
there  be  marked  obstruction,  the  operation  will  not  give  complete  rest  to 
the  intestine  as  a large  portion  of  the  contents  will  still  pass  through  the 
ulcerated  portion. 

^See  Lancet,  January  I2lh,  1902. 

- See  Report  of  Clinical  Society,  British  Medical  Journal,  January  121I1,  1902. 
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Treatment  of  feecal  fistula. — Another  condition  for  which  the  surgeon  is 
called  in  is  a fecal  fistula.  Here  operation  is  practically  hopeless ; suppur- 
ation followed  by  fecal  fistula  occurs  especially  in  the  very  bad  caseating 
forms  in  which  the  intestine  is  not  in  a fit  condition  for  repair ; generally 
also  the  patient  is  in  a very  low  state  of  health  and  the  chances  are 
probably  equally  good  if  he  be  left  alone. 

TUMOURS  OF  THE  PERITONEUM. 

CANCER.— Mali  gnant  disease  of  the  peritoneum  may  take  the  form 
of  acute  peritoneal  cancer,  as  after  cancer  of  the  bowel,  and  for  it  nothing 
surgical  can  be  done.  Multiple  melanotic  sarcomata  may  be  met  with, 
chiefly  in  the  glands,  and  here  again  nothing  can  be  done. 

CYSTS.  — Various  cysts  occur  in  the  omentum  and  the  mesentery.  Some- 
times they  are  secondary  to  ovarian  cysts,  probably  following  an  infection 
from  a ruptured  ovarian  cyst ; sometimes  they  apparently  originate  in 
connection  with  lymphatic  vessels  and  may  even  contain  chyle.  In  other 
cases  again  their  origin  is  quite  obscure ; cysts,  sometimes  of  large  size, 
containing  clear  fluid  may  be  met  with  in  the  mesentery. 

Hydatid  cysts  are  not  very  uncommon  in  the  omentum  or  mesentery, 
and  extra-peritoneal  cysts  have  also  been  found  in  connection  with  the  urachus. 
We  have  also  met  with  two  or  three  e.xamples  of  a curious  form  of  cyst 
known  as  the  blood  cyst  in  the  abdominal  cavity,  the  .exact  origin  of  which 
is  not  very  clear.  Often  there  is  a history  of  injury  and  it  may  be  a 
breaking-down  hsematoma.  The  fluid  is  blood-stained,  and  the  patient, 
who  is  generally  decidedly  ill,  is  very  much  relieved  on  the  evacuation  of 
the  cyst,  and  very  often  recovers  quite  well. 

Treatment. — The  true  nature  of  these  cysts  is  generally  diagnosed 
only  when  the  abdomen  is  opened ; they  are  generally  mistaken  for  ovarian 
or  renal  tumours.  , The  cyst  must  either  be  excised  or  drained ; in  omental 
cysts  excision  is  possible,  but  it  is  much  less  easy  in  mesenteric  cysts,  and 
is  really  only  possible  in  quite  small  ones.  However,  the  results  seem 
quite  satisfactory  when  the  cyst  wall  is  stitched  to  the  parietal  peritoneum 
and  then  opened  and  drained.  The  best  plan  is  to  unite  the  cyst  wall  to 
the  edges  of  the  parietal  peritoneum  by  a continuous  suture,  leaving 
exposed  a surface  sufficient  for  the  insertion  of  a drainage  tube ; an 
aspirating  needle  is  then  introduced  into  the  cyst,  and  the  greater  part 
of  its  contents  drawn  off.  This  is.  done  to  avoid  the  possibility  of  the 
contents  escaping  into  the  peritoneal  cavity.  An  incision  is  next  made 
into  the  cyst  and  a large-sized  drainage  tube  introduced.  Should  the  cyst 
be  hydatid  the  daughter  cysts  should  be  evacuated  before  the  drainage  tube 
is  put  in,  and  the  opening  will  need  to  be  large. 

LIPOMA  —Fatty  tumours  of  the  omentum  or  retro-peritoneal  tissues 
have  been  removed,  but  they  are  very  rare  and  do  not  call  for  special 
mention. 
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HERNIA:  GENERAL  CONSIDERATIONS. 

By  the  term  hernia  is  meant  the  protrusion  of  a viscus  through  the  wall 
of  its  containing  cavity  and  this  may  occur  either  through  dilated  natural 
openings  or  through  spots  weakened  by  some  antecedent  inflammation. 
AVe  shall  here  deal  only  with  abdominal  hernise. 

ANATOMICAL  CHARACTERS. — A hernia  that  has  not  passed 
through  the  whole  thickness  of  the  abdominal  wall  is  spoken  of  as  an  in- 
complete hernia ; when  it  has,  it  is  called  a complete  one. 

The  constituents  of  a hernia. — A hernia  is  made  up  of  a hernial  sac, 
its  contents  and  its  coverings. 

The  great  majority  of  hernite  possess  a sac  formed  from  the  peritoneum, 
but  a few  are  without  this ; among  the  latter  are  some  hernias  of  the  caecum 
and  the  bladder,  but  they  are  quite  exceptional.  The  sac  may  either  exist 
previous  to  the  descent  of  the  hernia  or  it  may  accompany  it.  An  example 
of  the  former  condition  is  the  open  funicular  process  in  congenital  inguinal 
hernia  where  the  contents  are  covered  by  a sac  which  is  not  formed  by 
peritoneum  pushed  down  before  the  advancing  hernia,  as  it  is  in  all  the 
acquired  cases.  The  sac  is  thin  except  in  long-standing  cases,  in  which  it 
may  be  much  thickened ; any  changes  present  are  most  marked  at  its  neck, 
which  may  be  rigid  and  narrow  instead  of  being  distensible.  Sometimes  the 
fundus  of  the  sac  shows  constrictions,  but  the  probable  explanation  here  is 
that  the  original  thickened  neck  has  been  pushed  down  and  a new  one 
formed  ; this  will  account  for  many  of  the  “ hour-glass  constrictions  ” of  the 
sac.  In  operating  for  strangulated  hernia  it  is  important  not  to  divide  a 
constriction  of  this  kind  under  the  impression  that  it  is  the  true  neck  of 
the  sac. 

Occasionally  a double  sac,  or  rather  a diverticulum  from  the  main  sac,  is 
met  with  and  after  herniotomy  the  contents  of  the  lower  portion  of  the  sac 
may  be  reduced  into  the  upper  portion  instead  of  into  the  abdomen  and 
the  strangulation  is  thus  left  unrelieved. 

A hernial  sac  once  formed  is  not  reducible ; when  a hernia  is  reduced 
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the  content.s  only  are  returned  into  tlie  abdomen  leaving  the  sac  lying  in 
the  canal. 

'Fhe  coverings  of  the  sac  consist  of  the  structures  superficial  to  the  aper- 
ture through  which  the  hernia  passes  and  are  fully  described  in  anatomical 
text-books.  As  a matter  of  practice  it  is  often  impossible  to  distinguish  the 
various  coverings,  especially  in  strangulated  hernia.  In  an  inguinal  hernia 
it  is  easy  to  recognise  the  external  spermatic  and  the  cremasteric  fascia,  but 
the  other  coverings  are  usually  indistinguishable,  while  in  femoral  hernia  the 
various  layers  are  much  more  difficult  to  differentiate.  The  sac  is  recognised 
after  all  the  superficial  structures  have  been  peeled  off  by  its  thin  transparent 
appearance  ; it  possesses  no  large  vessels  and  if  these  be  seen  after  the  sac 
has  presumably  been  cleared  it  is  certain  that  all  the  coverings  have  not  been 
removed. 

Most  of  the  abdominal  viscera  have  been  found  in  hernial  sacs  ; the  most 
common  are  portions  of  the  small  intestine,  the  omentum  or,  perhaps  more 
commonly  still,  both  together.  Other  organs  not  infrequently  found  in  the 
sac  are  the  large  intestine,  especially  on  the  left  side,  the  caecum  with  or 
without  a sac,  the  appendix  or  the  ovary.  Various  important  changes  take 
place  in  the  contents  which  will  be  considered  in  connection  with  irreducible 
hernia. 

CAUSES  . — The  causation  of  hernia  is  a much  debated  subject,  which  we 
need  not  enter  into  as  it  does  not  affect  treatment.  The  principal  causes  are 
predisposing  and  exciting.  The  chief  predisposing  causes  are  heredity, 
occupations  entailing  constant  exertion  in  positions  that  leave  the  weaker 
portions  of  the  abdomen  unprotected,  feeble  abdominal  muscles  from  faulty 
nutrition  or  debilitating  illnesses,  imperfect  development,  the  distension  of 
pregnancy,  constant  cough,  marked  straining — -as  in  stricture  of  the  bowel  or 
urethra,  phimosis  or  enlarged  prostate, — imperfect  closure  of  the  funicular 
process  of  the  peritoneum,  various  inflammatory  affections  of  or  operations 
upon  the  abdominal  wall  and  abnormal  length  of  the  mesentery. 

The  chief  exciting  causes  are  sudden  strains  while  the  body  is  in  a position 
in  which  the  abdominal  orifices  are  not  protected  ; therefore  the  condition  is 
more  frequent  in  men  than  in  women. 

The  symptoms  of  hernia  are  too  well  known  to  need  description. 

CLASSIFICATION. — Hernia  may  be  classified  into  two  groups : — 
I.  According  to  the  anatomical  situation  of  the  hernia;  and  2.  according  to 
the  character  of  the  hernia  itself.  The  latter  is  the  more  important  from  the 
point  of  view  of  treatment,  and  is  further  subdivided  into  the  reducible 
and  the  irreducible  herniee. 

Reducible  hernia. — In  this  form  the  contents  can  be  returned  into  the 
abdominal  cavity  by  manipulation  ; with  the  exception  of  those  having  no 
proper  peritoneal  sac  all  hernias  are  usually  reducible  in  the  first  instance. 

Irreducible  hernia. — Irreducibility  is  an  extremely  important  factor  in 
treatment  and  may  depend  on  various  conditions  which  must  be  carefully 
separated  from  each  other.  iVe  may  distinguish  the  following  classes  : (a) 
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Simple  irreducible  hernia ; {b)  Obstructed  hernia  ; {c)  Inflamed  hernia  ; and 
{(i)  Strangulated  hernia. 

(a)  Simple  irreducible  hernia. — By  far  the  most  common  cause  of 
irreducibility  is  adhesion  of  the  contents  of  the  hernia  to  the  wall  of  the  sac, 
and  this  may  occur  at  the  neck  or  in  the  body  of  the  sac  or  in  both  combined ; 
the  adhesions  are  generally  omental,  but  in  long-standing  cases  the  bowel  may 
be  adherent  either  to  the  omentum  (which  may  also  be  adherent  to  the  sac 
wall)  or  to  the  latter  alone.  Sometimes  all  three  may  be  inextricably  matted 
together,  especially  in  umbilical  hernia.  'Fhe  adhesions  are  due  to  attacks  of 
localised  peritonitis,  and  are  usually  set  up  by  the  long-continued  pressure  of 
a badly-fitting  truss.  Another  cause  of  irreducibility  is  a disproportion  in  size 
between  the  neck  of  the  sac  and  the  contents  ; thus  the  herniated  omentum 
•often  increases  in  size  from  inflammatory  exudation  or  by  the  deposit  of  fat 
and  cannot  pass  back  into  the  abdomen. 

There  may  be  no  special  symptoms,  but  sometimes  there  is  a dragging 
pain  from  the  pull  on  the  intestine  often  increased  after  food. 

(b)  Inflamed  hernia. — 'I'his  variety  is  always  described  but  is  not  very 
definite  in  nature.  It  is  due  to  a simple  inflammation  which  generally  follows 
either  a direct  injury  or  pressure  from  a badly-fitting  truss.  The  inflammation 
takes  the  form  of  a localised  exudative  peritonitis  which  transforms  a pre- 
viously reducible  hernia  into  an  irreducible  one. 

The  symptoms  are  often  too  slight  to  attract  special  attention  ; sometimes 
all  that  is  noticed  is  that  a truss  cannot  be  worn  on  account  of  pain.  When 
the  inflammation  is  more  severe  the  condition  may  be  mistaken  for  true 
strangulation,  but  the  symptoms  are  quite  different  on  careful  inspection  ; 
there  is  pyrexia,  localised  pain  and  a definite  impulse  on  coughing. 

(c)  Obstructed  hernia. — This  form  borders  closely  on  the  strangulated 
one  in  which  it  often  ends.  By  the  term  is  meant  a hernia  in  which  the 
passage  of  faeces  is  interfered  with  or  entirely  interrupted,  without  any  true 
strangulation.  The  patient  is  very  constipated  and  may  suffer  from  colicky 
pains,  but  there  is  still  an  impulse  on  coughing  and  none  of  the  special 
symptoms  of  true  strangulation  into  which,  however,  the  condition  frequently 
passes  if  unrelieved  as  the  increasing  distension  of  the  bowel  interferes  with 
the  circulation  in  the  loop. 

Another  name  sometimes  given  to  these  herniae  by  some  authors  is 
incarcerated  hernia ; the  term  is  a bad  one  and  there  is  no  practical 
advantage  in  its  use. 

(d)  Strangulated  hernia.— Here  not  only  is  the  passage  of  the  con- 
tents interfered  with,  but  the  circulation  in  the  mesentery  and  bowel  is  also 
affected,  and  the  condition  is  correspondingly  much  more  grave.  The 
mechanism  is  practically  identical  with  that  of  acute  intestinal  obstruction 
from  internal  strangulation  (see  p.  316).  The  constriction  is  usually  at  the 
neck  of  the  sac  and  very  often  is  caused  by  that  structure  itself ; the  neck  of 
the  sac  becomes  thickened,  especially  after  the  prolonged  use  of  a truss,  and 
forms  an  unyielding  ring  which  prevents  the  return  of  the  bowel  and  impedes 
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the  circulation  of  blood  in  it.  In  other  cases  the  constriction  may  be 
at  the  abdominal  orifice  through  which  the  hernia  passes,  e.^^.  in  femoral 
hernia,  where  Ciimbernat’s  ligament  plays  an  important  part.  More  rarely 
still  the  constriction  is  within  the  sac  itself  j i.e.  the  bowel  becomes  strangu- 
lated either  through  a hole  in  the  omentum  or  under  adhesions  between  the 
latter  and  the  sac  wall.  It  is  most  important  to  remember  that  in  large 
strangulated  omental  hernim  the  contents  of  the  sac  must  not  be  put  back  en 
masse  but  that  the  omentum  should  be  opened  out  first  so  as  to  make  sure 
that  no  knuckle  of  bowel  is  caught  in  it. 

The  changes  in  the  ho7vel. — The  strangulated  loop  becomes  congested  and 
darker  in  colour  until  it  gets  purple  or  even  black  ; its  walls  are  distended 
and  oedematous  and  lose  their  suppleness.  The  peritoneal  coat,  which  at 
first  retains  its  polish,  later  on  loses  it,  shows  sub-serous  haemorrhages  and  in 
the  later  stages  becomes  grey  and  gangrenous  in  spots  and  finally  all  over. 
All  strangulated  herniae  which  have  lasted  long  enough  become  gangrenous, 
and  it  is  most  important  to  recognise  impending  gangrene  from  the  local 
appearances.  A mere  dark  colour  does  not  imply  gangrene  so  long  as  the 
bowel  is  firm  and  elastic  and  the  peritoneal  coat  is  glistening  but,  directly 
the  latter  loses  its  polish  and  the  bowel  becomes  soft,  the  condition  is  very 
grave.  When  actual  gangrene  is  present,  the  gut  becomes  greyish  and  there 
are  often  soft  greyish  spots  on  the  convexity  of  the  loop  when  the  periton- 
eum has  lost  its  lustre.  There  is  a definite  sulcus  at  the  seat  of  constriction 
and  here  the  lesions  are  most  profound  and  gangrene  usually  occurs  first. 
'I'his  must  therefore  always  be  examined  before  the  intestine  is  returned 
into  the  abdomen. 

The  changes  are  most  marked  in  the  proximal  portion  of  the  constricted 
loop  and  are  generally  more  intense  along  the  convex  than  along  the  mesen- 
teric border.  In  the  former  situation  the  bowel  wall  is  thinned  instead  of 
being  thickened  as  is  the  rest  of  the  loop  and  may  be  gangrenous.  The 
mucous  membrane  is  generally  affected  first  and  most  severely  and  stricture 
of  the  bowel  occasionally  follows  some  time  after  an  operation  for  strangulated 
hernia,  presumably  as  the  result  of  sloughing  of  the  mucous  membrane  at  the 
time  of  strangulation. 

'I'he  mesenteric  vessels  are  affected  and  extensive  thrombosis  of  the  veins 
may  be  present.  'I'his  is  a point  of  the  very  greatest  importance,  because 
gangrene  will  certainly  occur  if  the  thrombosis  be  extensive  even  though  the 
bowel  be  not  gangrenous  at  the  time  of  the  operation ; moreover  the  process 
is  apt  to  e.xtend  and  so  to  interfere  with  the  circulation  in  the  other  coils.  If 
therefore  a loop  be  returned  with  its  mesenteric  veins  thrombosed  it  will 
become  gangrenous  later  on  in  spite  of  the  relief  of  the  strangulation ; and 
moreover,  unless  the  whole  of  the  thrombosed  area  be  removed  at  the 
original  operation,  the  thrombosis  may  spread  to  neighbouring  veins  and 
gangrene  may  still  occur  in  the  bowel  beyond  the  seat  of  resection. 

The  changes  in  the  omentum  are  similar  but  not  so  marked  as  in  the 
bowel  and  it  is  rare  to  find  the  omentum  gangrenous  ; it  usually  becomes 
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matted  together,  tough  and  cedematous.  The  presence  of  omentum  in  the 
sac  along  with  intestine  is  a favourable  condition  as  it  minimises  the  chances 
of  gangrene  of  the  bowel  itself,  because  the  constriction  of  the  latter  is  rarely 
so  tight  as  when  it  alone  occupies  the  sac.  When  the  omentum  alone  is 
strangulated  the  symptoms  are  not  usually  so  severe  as  when  bowel  is  present 
in  the  sac  and  they  may  even  subside  spontaneously. 

There  is  always  some  fluid  in  the  hernial  sac  and  in  a strangulated  hernia 
it  is  abundant,  being  serous  in  the  early  stages,  then  blood-stained  and  finally 
foetid ; this  is  very  marked  in  commencing  gangrene.  Before  the  last  stage 
is  reached  the  fluid  usually  contains  organisms,  at  first  the  bacillus  coli 
communis ; when  gangrene  is  impending,  streptococci  and  other  pyogenic 
organisms  appear.  This  is  an  important  additional  reason  in  favour  of 
operation  in  preference  to  taxis ; it  is  not  well  to  return  fluid  containing 
bacteria  into  the  abdomen  although  possibly  in  the  early  stages  a few  colon 
bacilli  are  of  comparatively  little  consequence. 

Syjnptoms. — These  are  very  characteristic,  especially  when  the  hernia 
contains  bowel.  The  tumour  is  irreducible,  becomes  considerably  larger 
than  it  was  before,  loses  its  impulse  on  coughing,  is  dull  on  percussion, 
tense,  and  tender  to  the  touch.  The  general  symptoms  are  identical  with 
those  of  internal  strangulation  (see  p.  314).  When  the  hernia  contains  only 
omentum  the  symptoms  are  not  so  marked  and  the  case  may  be  mistaken 
for  an  inflamed  rather  than  a strangulated  hernia.  The  loss  of  the  impulse 
on  coughing  in  strangulation  however  is  an  important  point,  while  in 
inflamed  cases  vomiting,  though  often  present,  is  seldom  faecal  and  absolute 
constipation  is  not  necessarily  present  although  the  bowels  are  usually 
sluggish. 

Richter’s  hernia. — A comparatively  rare  form  of  strangulated  hernia 
called  Littre’s  or  Richter’s  hernia  requires  mention;  in  it  a portion  only  of 
the  circumference  of  the  bowel  is  nipped  instead  of  a complete  loop.  This 
probably  occurs  more  often  in  femoral  than  in  inguinal  hernia  and  is  by  no 
means  easy  to  diagnose  as  there  may  be  no  tumour  present,  unless  omentum 
be  also  in  the  sac,  and  there  may  be  no  constipation  since  the  lumen  of 
the  bowel  is  not  actually  interfered  with ; vomiting  may  not  be  marked 
and  flatus  often  passes  freely.  The  constitutional  symptoms  however  are 
well  marked  ; the  pulse  is  small  and  rapid,  the  breathing  is  hurried  and 
there  is  the  same  anxious  aspect  as  in  complete  strangulation.  The 
portion  of  intestine  nipped  is  usually  badly  damaged  and  gangrene  often 
commences  quite  early. 

TREATMENT  . — The  treatment  of  hernia  depends  on  such  varying 
conditions  as  the  age  of  the  patient,  the  particular  form  of  the  hernia,  its 
reducibility  or  irreducibility,  the  presence  or  absence  of  strangulation,  and  the 
general  fitness  of  the  patient  for  operative  interference ; all  these  points  will 
be  dealt  with  in  connection  with  the  individual  forms  of  hernia  (see  Chap. 
XXIII. ).  We  shall  here  indicate  the  general  principles  that  must  be  taken  into 
consideration  in  deciding  on  the  best  form  of  treatment. 
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As  the  question  must  he  largely  influenced  by  the  reducibility  or  irre- 
ducibility  of  the  hernia,  we  may  divide  the  subject  into  the  treatment 
suitable  for  reducible  and  irreducible  hernia  respectively. 


TREAT.MKNT  OF  RFDUtlBLE  HERNIA. 

Two  chief  methods  are  at  the  disposal  of  the  surgeon,  namely  (i),  reduc- 
tion of  the  hernia  by  manipulation  and  its  retention  by  a suitable  truss;  or 
(2),  the  so-called  “radical  cure,”  by  which  tbe  contents  of  the  sac  are  reduced, 
the  latter  obliterated  and  some  amount  of  closure  of  the  hernial  orifice 
effected. 

The  question  of  operative  versus  non-operative  methods  is  influenced  by 
many  considerations  ; in  the  first  place  by  the  form  of  the  hernia  and  the 
probability  of  permanent  cure  by  operation ; in  the  second,  by  the  age 
of  the  patient.  Another  point  of  importance  is  the  patient’s  occupation 
and  whether  he  is  able  to  obtain  medical  assistance  should  strangulation 
occur.  The  subject  of  a hernia  is  not  admitted  in  many  of  the  services 
and  for  this  reason  operation  may  be  decided  upon.  The  question  must  also 
depend  on  the  health  of  the  patient  and  the  size  of  the  hernia. 

(a)  In  infants. — Hernia  in  infancy  is  usually  umbilical  or  inguinal  and 
several  points  have  to  be  borne  in  mind  in  connection  with  it ; an  infant 
does  not  stand  an  operation  well,  he  is  frequently  crying  and  this  throws 
undue  strain  on  the  stitches  and  may  endanger  union,  while  the  abdomen 
is  difficult  to  keep  clean  and  sepsis  may  occur  at  or  after  the  operation. 
It  must  also  be  borne  in  mind  that  hernise  in  young  infants,  if  properly 
attended  to,  are  often  cured  without  operation.  Therefore,  unless  the  hernia 
be  strangulated, — which  is  very  rarely  the  case, — we  do  not  advise  operation 
at  this  early  period  of  life.  The  parents  must  be  impressed  with  the  fact 
that,  if  they  will  only  take  the  necessary  care,  the  hernia  may  be  cured 
without  operation. 

Palliative  treatment. — Proper  support  must  be  afforded  by  suitable 
ajjparatus  and  special  care  must  be  taken  nev^r  to  allow  the  hernia  to  descend 
into  the  .sac.  The  actual  management  of  hernite  in  different  situations  is 
described  separately  (see  Chap.  XXIII.);  we  need  not  say  more  here  than 
that  the  trirss  must  not  irritate  the  peculiarly  sensitive  skin  of  the  infant,  that 
it  must  be  so  designed  as  to  press  the  sides  of  the  opening  together,  that  it 
must  be  worn  day  and  night  and  that  in  changing  it  the  nurse  must  take 
the  greatest  care  to  make  pressure  over  the  opening  and  prevent  the  descent 
of  the  hernia  while  a fresh  truss  is  being  applied  ; the  child  should  have  a 
number  of  trusses,  so  that  a clean  one  is  always  at  hand.  Unless  these 
precautions  be  taken,  the  hernia  will  descend  fairly  often  while  the  truss  is 
being  changed  and  the  chances  of  cure  by  truss  treatment  will  be  e.xtremely 
small. 

A cure  is  obtained  usually  within  two  years  from  the  commencement  of 
the  treatment,  often  within  the  first  year.  If  after  careful  treatment  for 
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eighteen  months  or  two  years  the  hernia  does  not  descend,  the  truss  may 
be  left  off,  and  a watch  kept  to  see  whether  the  cure  is  permanent. 

(b)  In  children  of  two  years  and  upwards. — As  a rule  the  herniaj 
met  with  in  young  children  have  lasted  from  infancy,  for  it  is  comparatively 
rare  for  a hernia  to  be  developed  between  the  ages  of  two  and  ten.  When 
the  hernia  has  persisted  from  infancy  the  chances  of  a cure  by  truss 
pressure  become  increasingly  small,  and  after  the  age  of  six  most  remote. 

Radical  cure. — In  these  cases,  therefore,  we  have  to  face  the  question  of 
operative  interference,  and  the  main  point  is  the  best  age  at  which  to  practise  a 
radical  cure.  From  the  point  of  view  of  permanent  cure,  there  is  no  question 
that  the  earlier  the  operation  is  done  the  better ; the  longer  the  hernia  lasts,  the 
greater  is  the  dilatation  of  the  abdominal  opening  and  the  more  difficult  its 
closure.  Moreover,  after  two  years  of  age  the  child  is  running  about  and  is 
more  exposed  to  injury,  while  the  chances  of  strangulation  are  proportionately 
increased.  A radical  cure  done  in  childhood  is  usually  very  satisfactory; 
the  abdominal  walls  develop  just  as  if  no  hernia  had  ever  existed. 

The  most  important  consideration  however  is  the  self-control  of  the 
child.  After  an  operation  a very  young  child  is  generally  frightened,  and 
whenever  it  is  moved,  and  more  especially  when  it  sees  the  doctor,  it  begins 
to  cry  and  throws  strain  on  the  seat  of  the  operation,  which  may  thus  have 
its  objects  defeated.  Moreover,  the  risk  of  sepsis  is  still  present  if  the 
child  be  not  old  enough  to  be  cleanly,  and  we  therefore  advise  waiting 
until  the  child  is  not  likely  to  be  frightened  and  until  he  is  thoroughly 
capable  of  keeping  himself  clean.  Given  those  conditions,  the  sooner  the 
operation  is  performed  the  better.  ^Vhile  waiting  for  the  operation  a truss 
should  be  worn. 

In  children  over  six  years  of  age  ive  arc  strongly  of  opmion  that  a radical 
cm-e  should  be  performed  ivithout  any  attempt  to  cure  the  hernia  by  the  appli- 
cation of  a truss.— \ child  at  this  age  is  quite  amenable  to  control,  repair 
takes  place  with  the  greatest  readiness,  and  the  results  are  most  successful. 
At  this  age  also  the  child  is  about  to  go  to  school  and,  if  he  has  to  wear 
a truss,  he  is  likely  to  be  at  a great  disadvantage ; he  cannot  join  in  athletic 
sports,  and  he  is  constantly  exposed  to  the  ridicule  of  his  schoolfellows, 
while  he  is  not  of  an  age  to  manage  the  truss  himself,  and  the  hernia  is 
likely  to  come  down  beneath  it  and  thus  to  expose  him  to  serious  danger. 

(c)  In  adults. — Here  the  main  question  is  whether  radical  cure  should 
be  performed,  or  whether  the  patient  should  wear  a truss. 

The  (question  of  “ radical  cure  ” versus  truss  treatment. — The  chances 
of  cure  of  a hernia  by  truss  treatment  in  a young  adult  are  slight  while 
the  radical  cure,  of  inguinal  hernia  at  any  rate,  is  extremely  successful. 
The  hernia  is  usually  of  moderate  size,  the  muscular  walls  of  the  canal 
through  which  it  comes  are  strong  and  the  muscles  readily  develop  after 
operation  so  as  to  support  the  opening  in  the  normal  manner.  Numerous 
drawbacks  affect  a young  adult  with  hernia ; he  is  debarred  from  the 
various  services,  he  is  under  many  di.sadvantages  in  going  abroad  and  is 
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subject  to  constant  trouble  with  his  truss  which  incapacitates  him  in  many 
ways.  He  is  often  exposed  to  violent  strains  which  expose  him  to  the  risk 
of  the  hernia  slipping  down  behind  the  truss,  he  nearly  always  wishes  to 
pursue  occupations  or  amusements  demanding  full  vigour,  and  he  may  be 
likely  to  be  out  of  reach  of  medical  aid  for  considerable  periods. 

W'e  therefore  would  strongly  advise  that,  unless  there  be  some  definite 
contra-indication,  a hernia  in  a young  adult  should  be  operated  on  by 
one  of  the  methods  which  will  be  described  later  (see  Chap.  XXIII.). 
'I'he  contra-indications  in  these  subjects  are  comparatively  few.  I'he  prin- 
cipal one  is  some  illness  which  makes  the  patient  an  invalid  or  which 
absolutely  forbids  operation. 

On  the  other  hand,  however,  feeble,  old  people  with  flabby  abdominal 
walls  who  are  accustomed  to  wear  a truss  and  do  not  object  to  do  so, 
and  whose  occupation  is  sedentary,  should  not  be  urged  to  undergo  the 
operation  if  the  hernia  be  reducible  and  a truss  keeps  it  up.  In  elderly 
alcoholic  and  bronchitic  subjects  also  operation  is  inadvisable. 

Badical  cure. — The  methods  of  performing  the  radical  cure  will  be  dealt 
with  in  connection  with  the  individual  forms  of  hernia  (see  Chap.  XXIII. ). 
The  question  is  often  raised  as  to  whether  the  hernia  is  really  cured  by 
operation  or  not.  It  is  very  difficult  to  give  precise  figures  on  this  point. 
Patients  who  have  been  operated  on  are  lost  sight  of,  and  besides,  if  the 
operation  has  been  unsuccessful,  the  patient  seldom  returns  to  the  surgeon 
who  performed  it,  but  seeks  the  advice  of  another.  On  the  other  hand  the 
statistics  of  the  officials  of  Truss  and  Surgical  Aid  Societies,  which  put  the 
percentage  of  recurrences  higher  than  that  of  any  individual  surgeon,  are  not 
reliable.  Patients  apply  to  these  societies  from  all  quarters  and  there  is  no 
possibility  of  ascertaining  what  operation  has  been  done — a very  vital  point, 
as  much  depends  on  the  operation  performed  and  the  subsequent  healing 
of  the  wound.  P'urther,  many  patients  who  are  under  the  impression  that 
they  have  had  a radical  cure  done  have  really  been  operated  upon  for 
strangulation  and  no  radical  cure  has  been  attempted. 

When  however  a considerable  number  of  cases  can  be  traced,  as  can 
generally  be  done  in  private  practice,  it  is  found  that  the  vast  majority  of 
operations  done  in  childhood  and  youth  are  completely  successful  if  done  on 
proper  lines  (see  Chap.  XXIII.),  and  even  in  elderly  subjects  the  success  is 
greater  than  might  be  expected.  It  must  not  be  forgotten  that  in  elderly 
people  the  operation,  is  done  not  so  tnuch  to  effect  a true  radical  cu?e  as  to 
enable  the  patient  to  wear  a truss  comfortably ; the  term  “ radical  cure  ” is 
not  meant  to  apply  solely  to  cases  where  the  operation  is  likely  to  be 
absolutely  curative,  but  to  any  operation  having  for  its  object  the  return  of 
a hernia  and  its  retention  inside  the  abdomen  by  means  that  were  not 
j)reviously  available. 

Perhaps  the  most  unsatisfactory  cases  are  those  in  which  strangulated  hernia 
has  been  operated  upon  without  any  attempt  to  perform  a radical  cure.  Here 
the  abdominal  opening  and  the  neck  of  the  sac  have  been  enlarged  and 


424 


THE  SURC.ICAL  AFFECTIONS  OF  THE  INTESTINES. 


when  the  patient  gets  about  there  is  frequently  a much  larger  hernia  than 
before,  and  this  comes  through  a canal  which  is  now  cicatricial  instead  of 
muscular,  so  that  there  may  be  great  difficulty  in  getting  a truss  to  keep  it 
up.  Operations  involving  much  cicatricial  tissue  seldom  or  never  bring  about 
a real  radical  cure,  and,  as  a satisfactory  truss  can  seldom  be  found  for  these 
cases,  it  often  becomes  necessary  to  perform  an  operation  on  the  lines  of  the 
ordinary  radical  cure,  the  object  of  the  operation  being  rather  to  enable 
the  patient  to  wear  a truss  than  to  enable  him  to  dispense  with  one 
altogether. 

Palliative  treatment. — This  consists  essentially  in  the  employment  of 
trusses ; particulars  of  these  will  be  given  in  connection  with  the  individual 
hernise  (see  Chap.  XXIII. ),  but  we  may  here  indicate  the  general  principles 
underlying  their  use.  The  typical  truss  consists  of  a spring  of  tempered 
steel  embracing  a certain  proportion  of  the  circumference  of  the  pelvis  to 
which  is  attached  a pad  so  designed  as  to  occlude  the  hernial  orifice. 


Kic.  io6. — .SiNGi.E  Truss  for  1nc;uin.\i.  Her.n'ia. 


In  the  ordinary  truss  (see  Fig.  io6)  the  spring  encircles  the  trunk  on  the 
affected  side ; one  end  is  attached  to  the  pad  while  the  other  lies  in  close 
contact  with  the  skin  over  the  sacral  region  and  is  continued  by  a strap 
passing  round  the  other  half  of  the  pelvis  and  attached  by  a stud  to  the  pad. 
The  stoutest  part  of  the  spring  is  where  it  is  attached  to  the  pad.  Most 
trusses  are  also  supplied  with  a perineal  band  which  is  fastened  behind  to 
the  spring  and  in  front  to  a stud  on  the  pad.  The  pad  varies  in  shape  and  in 
the  material  of  which  it  is  constructed,  the  shape  depending  essentially 
on  the  kind  of  hernia.  It  is  usually  a metal  plate  of  suitable  size  and  shape 
firmly  padded  with  horsehair  and  covered  with  some  soft  material  like  chamois 
leather,  which  however  has  the  disadvantage  that  it  may  after  a time  become 
hard  and  offensive  from  absorption  of  decomposing  sweat.  Pads  are  also 
covered  with  indiarubber  and  may  contain  glycerine  or  air,  but  the  pressure 
in  them  is  liable  to  be  variable  and  there  is  a danger  of  puncturing  the  pad 
and  rendering  it  useless  just  when  it  is  most  difficult  to  replace  it.  Every 
truss  should  be  made  specially  for  the  patient  who  is  to  wear  it  and  great  care 
should  be  taken  to  shape  the  pad  so  as  to  retain  the  hernia.  To  go  into  a 
shop  and  buy  a truss  because  the  spring  fits  the  pelvis  nicely  is  not  likely  to 
give  a good  result.  If  a double  truss  be  required  it  may  consist  either  of  a 
single  spring  or,  better,  of  two  separate  springs  encircling  the  corresponding 
halves  of  the  pelvis  and  fastened  together  behind. 
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A comfortable  form  of  truss  is  shown  in  Fig.  107  in  which  the  pad  is 
attached  to  the  spring  by  means  of  a ball-and-socket  joint ; these  are  in  some 
ways  preferable  to  the  jrreceding  form  although  they  have  the  disadvantage  that 
they  are  not  suitable  for  bilateral  hernia,  and  that,  if  displaced,  there  is  not 
the  same  tendency  to  slip  back  into  position  as  there  is  in  the  ordinary  truss ; 
the  pressure  they  e.xert  is  also  greater  and,  if  the  hernia  comes  down  beneath 
them,  more  damage  is  likely  to  ensue. 


Another  form  is  the  Moc-Main  lever  truss  (see  Fig.  108)  which  con- 
sists essentially  of  a pelvic  and  a perineal  band,  the  pressure  being  made  on 
a specially  shaped  pad  by  means  of  a spring.  This  is  a very  comfortable 
truss  but  the  pressure  is  comparatively  slight  and  the  pad  is  rather  easily 
displaced.  It  is  very  useful  in  small,  easily  reducible  hernite  in  subjects  who 
are  exposed  to  no  exertion. 

General  points  concerning  trusses. — A properly  fitting  truss  should  fulfil 
the  following  conditions  : It  should  not  inconvenience  the  wearer  when  at 
rest,  while  it  should  be  powerful  enough  to  keep  up  the  hernia  during  any 
movement  of  the  body;  this  can  hardly  ever  be  effected  without  some  spring 
apparatus.  The  surgeon  should  never  leave  the  choice  of  the  kind  of  truss 
to  the  instrument-maker.  The  size  and  shape  of  the  pad  should  be  specified 
together  with  some  idea  of  the  amount  of  force  required  to  keep  the  hernia 
in  position.  The  latter  point  is  ascertained  by  reducing  the  hernia,  keeping 
the  thumb  or  forefinger  over  the  orifice  and  making  the  patient  cough  or 
strain.  The  size  of  the  ring  is  also  a necessary  point  and  should  always 
accompany  the  instructions  to  the  instrument-maker. 

In  applying  the  truss  the  patient  should  first  lie  down  and  reduce  the 
hernia,  which  he  usually  does  readily  after  a little  practice.  While  he  is  in 
the  horizontal  position  he  should  pass  the  spring  of  the  truss  around  the  body, 
the  pad  lying  well  above  the  hernial  aperture.  He  now  makes  sure  that  the 
hernia  is  entirely  reduced  and  then  slips  the  pad  into  position  ; the  truss  is 
then  fastened  and  the  perineal  band,  if  used,  applied.  In  order  to  test  the 
efficiency  of  the  truss  the  patient  should  be  examined  sitting  and  walking  and 
should  be  made  to  cough  and  to  lift  weights  ; under  all  conditions  a suitable 
truss  will  keep  back  the  hernia. 
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In  our  opinion  the  truss  should  be  worn  continuously  night  and  day. 
Many  authors  hold  that,  unless  there  be  some  distinct  reason,  such  as  chronic 
bronchitis,  it  is  needless  to  wear  the  truss  at  night,  but  there  is  no  doubt  that 
sudden  movements  in  bed  or  during  sleep,  a fit  of  sneezing  or  coughing,  may 
force  down  the  hernia  and  may  lead  to  serious  consequences;  quite  a number 
of  strangulated  hernite  occur  during  the  night.  As  however  the  strain  on  the 
truss  is  only  slight  during  the  night  a much  lighter  spring  may  be  used.  An 
indiarubber-covered  truss  is  also  required  for  use  in  the  bath. 

The  skin  beneath  the  pad  is  apt  to  become  excoriated  chiefly  from 
friction  and  the  accumulation  of  moisture ; the  sweat  decomposes  and  soaks 
into  the  pad  which  soon  becomes  hard  and  foul  and  is  a further  source 
of  irritation.  The  parts  should  always  be  well  cleaned  night  and  morning 
and  dusted  with  equal  parts  of  boracic  acid,  oxide  of  zinc  and  starch  or 
powdered  talc,  while  between  the  truss  and  the  skin  a piece  of  boracic 
lint  should  be  inserted  to  absorb  the  moi.sture ; it  is  also  well  to  have 
linen  covers  to  the  pad  which  can  be  changed  frequently  so  as  to  keep  it 
clean. 

If  the  truss  causes  pain  it  either  fits  badly — in  which  case  an  alteration 
in  the  spring  or  a readjustment  of  the  pad  will  cause  the  pain  to  disappear 
— or  else  there  is  adherent  omentum  in  the  sac  which  gets  pressed 
on  and  gives  rise  to  pain ; in  other  words,  the  hernia  is  not  completely 
reducible. 

Careless  patients  may  adjust  the  truss  before  the  hernia  is  quite  reduced 
and  there  is  then  pain  and  inflammation  and  a previously  reducible  hernia 
may  be  soon  transformed  into  an  inflamed  and  irreducible  one.  A similar 
accident  occurs  when  the  truss  does  not  keep  up  the  hernia  completely ; 
one  of  the  commonest  causes  of  irreducibility  is  imperfect  truss  support. 

Much  rarer  complications  caused  by  wearing  a truss  are  adenitis  and 
the  occurrence  of  varicose  veins.  These  are  generally  due  to  the  use  of 
too  powerful  a spring  and  are  remedied  by  altering  it  or  the  shape  of  the 
pad.  In  inguinal  hernia  one  of  the  best  shaped  pads  is  Wood’s  horseshoe 
pad  (see  Fig.  109)  in  which  there  is  a deep  notch  allowing  the  cord  to 
escape  through  the  external  ring  without  being  pressed  upon. 

TREATMENT  OF  IRREDUCIBLE  HERNIA. 

A SIMPLE  IRREDUCIBLE  HERNIA  is  generally  due  to  adhesions 
between  the  contents  of  the  sac  and  its  wall ; it  may  also  be  due  to  increase 
in  size  of  the  contents  after  they  have  been  in  the  sac  for  some  time. 
Irreducibility  is  practically  always  associated  with  the  presence  in  the  sac 
of  omentum  which  readily  becomes  adherent  from  truss  pressure  after 
imperfect  reduction,  or  which  increases  in  size  either  as  the  result  of  the 
deposit  of  fat  or  of  inflammatory  thickening  and  can  no  longer  be  returned 
into  the  abdomen.  Rarer  causes  are  the  presence  in  the  sac  of  an  organ 
like  the  cfecum. 
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In  all  cases  of  irreducible  hernia  it  is  advisable  to  perform  a radical  cure 
unless  there  be  some  definite  contra-indication.  No  form  of  truss  will  keep 
up  the  hernia,  and  therefore  the  patient  is  liable  at  any  time  to  the  occur- 
rence of  strangulation.  If  a truss  be  applied  to  prevent  the  descent  of 
fresh  portions  of  bowel  or  omentum  it  increases  the  irritation  of  the  already 
irreducible  omentum  and  may  lead  to  an  inflamed  hernia ; in  any  case 
it  makes  the  condition  worse.  The  only  kind  of  truss  that  is  ever  per- 
missible is  a hollow  or  bag  truss  (see  Fig.  no)  and  this  is  rarely  of  much 
use. 

'I'he  object  of  operation  here  may  be  eitlfer  a true  radical  cure  or  merely 
to  enable  the  patient  to  wear  a truss,  and  therefore  the  operation  should 
be  more  strongly  pressed  than  in  cases  of  reducible  hernia,  while  the  question 
of  the  patient’s  age  is  by  no  means  so  important.  The  size  of  the  hernia 
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must  influence  the  question  to  some  extent,  and  a very  old  subject  with 
a very  large  scrotal  hernia  or  with  grave  constitutional  disease  may  be 
deemed  safer  if  he  wears  a suitable  bag  truss  than  if  he  underwent  an 
operation  for  radical  cure ; in  the  great  majority  of  cases  however  operation 
is  the  proper  treatment. 

OBSTRUCTED  AND  INFLAMED  HERNIA.  — These  cases, 
especially  the  former,  are  very  important,  because,  if  the  condition  persists, 
it  is  very  apt  to  end  in  strangulation. 

Radical  cure. — Unless  there  be  a strong  reason  to  the  contrary,  we 
are  strongly  of  opinion  that  it  is  well  to  make  the  condition  of  the  hernia 
an  excuse  for  insisting  on  a radical  cure.  Obstructed  and  inflamed  hernia; 
doubtless  often  recover  under  careful  medicinal  treatment  (see  p.  428),  but 
they  are  usually  also  irreducible  and  they  are  therefore  really  cases  in 
which  a truss  is  inefficient  and  the  attack  of  obstruction  or  inflammation 
is  very  likely  to  give  rise  to  increased  adhesions,  while  it  is  impo.ssible  to 
be  sure  that  strangulation  may  not  at  any  time  supervene  under  unfavour- 
able circumstances.  On  the  other  hand,  if  the  attack  be  overcome  after 
prolonged  treatment,  the  patient  is  usually  unwilling  to  give  up  further  time 
to  a radical  cure  and  there  is  no  objection  to  operating  on  an  obstructed 
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or  even  an  inflamed  hernia,  while  the  patient  will  probably  submit  to  it 
at  once  if  the  state  of  matters  be  thoroughly  explained  to  him. 

Palliative  treatment. — Should  the  patient  refuse  operation  or  should 
one  be  considered  inadvisable,  he  should  be  kept  rigidly  in  bed  on  his  back 
with  the  knees  flexed  over  a pillow  so  as  to  relax  the  abdominal  muscles  as 
much  as  possible.  Cold  should  be  applied  to  the  hernia  whether  it  be 
inflamed  or  simply  obstructed  and  this  is  most  effectually  done  by  means  of 
Leiter’s  tubes.  The  diet,  which  must  be  regulated  so  as  to  leave  the  least 
possible  undigested  residue,  should  be  largely  fluid  and  should  be  given  in 
small  quantities  at  frequent  intervals.  The  lower  bowel  should  be  cleared  out 
by  repeated  enemata,  each  of  which  may  with  advantage  contain  from  one  to 
four  drachms  of  turpentine.  Aperients  should  be  avoided,  but  belladonna  and 
strychnine  may  be  given  by  the  mouth  so  as  to  increase  peristalsis  so  long  as 
their  effects  are  carefully  watched.  From  time  to  time  very  gentle  and  careful 
taxis  should  be  applied,  unless  there  be  marked  inflammation,  and  in  the 
intervals  the  hernia  should  be  supported  and  if  possible  compressed  by  a 
suitable  elastic  lace-up  truss.  In  inguinal  and  femoral  cases  the  return  of  the 
hernia  is  expedited  by  raising  the  foot  of  the  bed  on  blocks.  Opium  should 
be  avoided  unless  there  be  marked  pain.  Should  signs  of  strangulation 
appear  immediate  operation  must  he  undertaken. 

After  the  condition  of  obstruction  or  inflammation  has  passed  off,  the 
patient  should  be  again  urged  to  submit  to  a radical  cure  unless  there  be  some 
serious  contra-indication,  because  the  condition  is  very  liable  to  recur  and 
may  next  time  end  in  strangulation. 

STRANGULATED  HERNIA. — In  strangulated  hernia  it  is  absolutely 
essential  that  the  bowel  should  be  returned  to  the  abdominal  cavity  with  the 
least  possible  delay  quite  irrespective  of  the  age  or  constitutional  condition  of 
the  patient,  and  the  surgeon  has  only  two  alternatives  before  him,  namely, 
to  attempt  to  effect  this  either  by  taxis  or  by  operative  measures.  Unless  the 
strangulation  be  relieved  the  patient  will  almost  certainly  die ; the  number  of 
cases  which  recover  after  the  spontaneous  formation  of  an  artificial  anus  is  so 
small  as  not  to  be  worth  taking  into  account.  Time  should  not  be  wasted 
upon  such  measures  as  warm  baths,  the  administration  of  opium,  the  applica- 
tion of  ice,  etc.;  if  any  of  these  be  had  recourse  to,  they  should  only  be 
employed  while  preparations  are  being  made  for  operation. 

Taxis. — In  former  days  the  principal  method  of  treatment  was  by  taxis 
and  it  was  only  after  failure  of  this  that  operation  was  resorted  to.  Nowadays, 
however,  in  view  of  the  great  safety  and  the  great  value  of  operative  interfer- 
ence in  non-strangulated  hernia,  most  surgeons  are  coming  round  to  the 
opinion  that  the  first  question  to  be  considered  is  that  of  operation  as  against 
taxis.  The  great  objections  to  taxis  are  that  considerable  force  has  often  to  be 
employed  and  that,  with  a tight  strangulation,  the  bowel  may  be  so  badly 
damaged  as  to  seriously  complicate  subsequent  operation  ; actual  rupture  of 
the  bowel  at  the  seat  of  constriction  after  taxis  has  occurred  frequently.  For 
properly  applied  taxis  an  anaesthetic  is  necessary  whereby  the  chief  risk  of 
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operating  in  these  cases  is  already  incurred ; the  experience  of  radical  cure 
amply  proves  that  the  risk  of  operation  per  se  is  practically  nil. 

Various  accidents  may  also  happen  in  taxis  quite  apart  from  bruising  or 
rupture  of  the  bowel ; there  may  be  a diverticulum  from  the  sac  under  the 
abdominal  parietes  and  the  external  hernia  may  be  reduced  into  this  with  the 
strangulation  unrelieved,  or  the  sac  may  burst  below  the  neck  and  the  bowel 
may  be  reduced,  still  strangulated,  into  the  sub-peritoneal  tissues.  Again 
the  hernia  and  the  sac  together  may  be  reduced  en  masse  inside  the  abdomen, 
or  the  strangulation  may  have  occurred  beneath  some  band  or  through 
some  hole  in  the  omentum  in  the  interior  of  the  sac  and  reduction  of  the 
hernia  as  a whole  may  be  practised  without  affecting  this.  A further  con- 
sideration is  that  after  reduction  of  the  strangulated  hernia  by  taxis,  nothing 
has  been  done  to  effect  a radical  cure  and  the  condition  may  recur  at  any 
time. 

Considering  therefore  the  great  safety  of  operative  interference  as  com- 
pared with  the  risks  of  taxis,  we  unhesitatingly  condemn  the  employment  of 
taxis  at  all  unless  in  very  rare  cases.  When  once  the  patient  is  under  the 
anaesthetic, — and  that  is  necessary  for  efficient  taxis, — there  is  no  reason  what- 
ever why  operation  should  not  at  once  be  proceeded  with  without  subjecting 
the  patient  to  the  considerable  risks  of  taxis.  Taxis  should  certainly  never  be 
employed  in  femoral  herniae,  nor  in  any  hernia  that  has  been  strangulated  for 
more  than  24  hours,  and  if  done  in  any  case  it  should  only  be  practised  by  the 
surgeon  who  is  responsible  for  the  entire  treatment  of  the  case,  and  he  should 
be  ready  to  proceed  to  operation  at  once  if  taxis  fails  or  if  any  of  the  accidents 
mentioned  above  occur.  It  should  not  last  more  than  ten  minutes  in  any 
case  and  not  so  long  unless  it  be  evident  that  an  impression  is  being  made 
upon  the  tumour. 

The  only  cases  in  which  we  should  employ  taxis  in  preference  to  opera- 
tion are  umbilical  hernije  in  which  the  strangulation  has  lasted  only  a short 
time  and  where  the  patient  is  in  a bad  condition  for  the  prolonged  operation 
necessary  to  effectually  reduce  the  hernia,  or  in  very  large  scrotal  herniee  in 
old  people  where  there  is  a doubt  as  to  the  possibility  of  returning  the  whole 
contents  into  the  abdominal  cavity.  Fortunately,  strangulation  is  extremely 
uncommon  in  these  last  cases. 

Although  we  strongly  condemn  taxis  as  the  ordinary  procedure  in 
strangulated  hernia  we  shall  briefly  indicate  the  important  points  in 
performing  it.  It  should  always  be  practised  under  an  anassthetic  unless 
there  is  some  strong  reason  to  the  contrary.  Before  administering  the 
anaesthetic,  it  is  well,  if  time  allows,  to  wash  out  the  stomach  so  as  to 
diminish  the  risk  of  vomited  material  passing  into  the  air-passages  ; it  is 
well  also  to  empty  the  bladder  and  the  lower  bowel.  Taxis  should  be  very 
carefully  and  gently  employed,  and  should  only  be  attempted  on  the 
operating  table  and  not  on  the  bed.  The  pelvis  should  be  well  raised,  full 
muscular  relaxation  should  be  secured  by  suitable  position,  and  the  hernial 
orifice  should  be  made  tlie  highest  point  of  tlie  I)ody.  With  the  thumb  and 
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forefinger  of  the  left  hand  the  surgeon  grasps  the  neck  of  the  sac  and  pulls  it 
down  in  the  direction  of  the  canal,  and  thus  prevents  the  hernia,  when 
pressed  up  by  the  other  hand,  from  overlapping  the  edge  of  the  orifice,  and 
so  guides  it  in  its  proper  course.  The  entire  hernia  is  grasped  with  the 
other  hand  and  gentle  and  equable  pressure  is  exerted  on  the  tumour 
by  the  whole  hand  ; the  tips  of  the  fingers  should  not  be  pushed  into  the 
sac.  The  object  is  to  gradually  squeeze  out  the  contents  of  the  incar- 
cerated loop  so  that  the  emptied  bowel  may  pass  ^back  through  the  ring  ; 
unless  this  be  done,  it  is  mechanically  impossible  for  it  to  do  .so.  The 
experienced  surgeon  will  soon  be  able  to  tell  whether  or  not  the  taxis  is 
likely  to  succeed.  The  chief  indication  of  success  is  the  gradual  diminu- 
tion in  the  size  of  the  tumour.  As  the  last  of  the  contents  are  reduced 
the  bubbling  of  gas  is  often  felt ; when  this  happens,  and  not  before,  the 
compression  of  the  sac  is  changed  to  a steady  upward  pressure  so  as  to 
push  the  loop  up  through  the  hernial  orifice. 

Operation. — The  exact  steps  of  the  various  operations  will  be  detailed 
in  connection  with  each  particular  form  of  hernia  (see  Chap.  XXIII.).  In 
the  first  place  the  hernial  sac  and  its  coverings  are  exposed,  and  the  condition 
of  affairs  is  made  out.  The  coverings  are  then  divided ; it  is  not  always 
possible  to  define  these  seriatim  as  they  have  become  cedematous.  They 
must  be  divided  at  their  point  of  attachment  to  the  denser  fibrous  structures, 
i.e.  the  rings.  The  surgeon  then  gradually  separates  the  tissues  until  the  sac 
wall  is  evident,  when  the  coverings  are  slit  up  right  to  its  neck ; then,  by 
gently  pulling  down  the  sac,  it  can  be  made  out  whether  the  constriction  is  in 
the  neck  or  whether  it  is  due  to  the  rigid  abdominal  ring.  In  the  former 
case  it  is  often  possible  to  relieve  the  constriction  by  nicking  the  tissues 
around  the  neck  j in  the  latter  the  opening  should  be  enlarged  in  certain 
definite  directions  upon  either  the  finger-nail  or  a director  insinuated  between 
the  neck  of  the  sac  and  the  abdominal  parietes.  If  it  be  necessary  to  enlarge 
the  opening  in  the  abdominal  parietes — i.e.  to  incise  the  ring — this  is  better 
done  before  the  sac  is  opened,  as  there  is  then  much  less  risk  of  injuring 
the  bowel. 

The  next  step  is  to  open  the  sac  below,  taking  care,  however,  to 
ascertain  first  that  the  bowel  is  not  adherent  to  its  wall.  As  a rule 
the  sac  of  a strangulated  hernia  contains  fluid  which,  except  in  old  irre- 
ducible cases,  distends  it  and  removes  its  wall  widely  from  the  intestine. 
A small  portion  of  the  sac  is  pinched  up  and  nicked,  a director  is  intro- 
duced and  the  sac  is  laid  freely  open.  The  contents  are  inspected  and 
an  estimate  made  as  to  their  probable  vitality.  The  opening  in  the  sac 
is  now  carried  up  through  the  neck  upon  a director  inserted  beneath  it, 
taking  great  care  not  to  cut  the  bowel  in  so  doing.  The  loop  is  then  gently 
pulled  down  so  as  to  examine  the  seat  of  constriction ; if  this  at  once 
expands  and  does  not  show  any  loss  of  polish,  the  bowel  may  be  safely 
reduced. 

The  condition  of  the  circulation  in  the  bowel  and  its  mesentery  should 
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also  be  examined  so  as  to  ascertain  if  the  vessels  be  thrombosed,  as  this 
might  interfere  with  the  subsequent  vitality  of  the  bowel.  Before  returning 
the  loop  it  is  well  also  to  flush  it  freely  with  salt  solution,  especially 
if  there  has  been  much  fluid  in  the  sac.  The  omentum,  if  adherent  and 
much  thickened,  is  pulled  down  until  a normal  portion  is  reached  and  is  then 
transfixed  with  a silk  ligature  threaded  on  an  aneurysm  needle,  tied,  divided 
and  the  stump  returned  while  the  remaining  portion  is  dissected  away.  It  is 
inadvisable  as  a rule  to  return  omentum  from  a strangulated  hernia  into  the 
abdomen  as  it  is  apt  to  be  a source  of  septic  infection  or  at  any  rate  to  lead 
to  adhesions.  Care  must  be  taken  in  removing  it  not  to  go  nearer  than  an 
inch  to  the  transverse  colon ; otherwise  a kink  may  be  caused. 

When  there  is  no  doubt  as  to  the  propriety  of  returnvig  the  bowel  the 
operation  should  be  completed  by  a radical  cure  (see  Chap.  XXIII.).  The 
time  occupied  by  this  is  comparatively  short  and  the  immense  advantage  in 
performing  it  lies  in  the  fact  that  not  only  is  recurrence  prevented,  but  the 
radical  cure  is  done  under  much  more  favourable  circumstances  than  if  it 
were  undertaken  after  the  wound  has  healed,  when  a large  amount  of  cica- 
tricial tissue  is  present. 

In  doing  the  radical  cure,  the  sac  should  be  excised  as  it  is  generally  in  a 
bad  condition  and  if  twisted  and  left  is  very  likely  to  be  a source  of  infection. 
This  should  always  be  done  even  when  a radical  cure  is  not  undertaken. 
Before  removing  it,  care  must  be  taken  to  ascertain  that  there  are  no 
structures  adherent  to  its  neck.  The  sac  is  sometimes  abnormal  and 
possesses  constrictions  or  diverticula  in  more  than  one  part  of  its  course, 
and  it  is  important  that  its  entire  extent  should  be  exposed ; in  an  inguinal 
hernia  for  example  the  external  oblique  should  be  slit  up  to  allow  of  this. 

Difficulties  in  the  operation  for  strang-ulated  hernia. — The  two 
first  difficulties  are  adhesion  of  the  contents  to  the  sac,  and  the  recognition  of 
the  sac  wall.  Thus,  when  there  is  much  omentum  adherent  to  the  sac  wall 
and  very  little  fluid,  the  layers  of  the  omentum  may  be  actually  separated 
under  the  impression  that  the  coverings  of  the  sac  are  being  removed.  If 
there  be  doubt,  the  best  plan  is  to  get  as  near  the  neck  of  the  sac  as  possible, 
and  usually  if  the  whole  sac  be  exposed  before  an  attempt  is  made  to  open  it 
some  point  can  be  made  out  where  fluid  is  present  and  where  therefore  it  will 
be  safe  to  incise ; the  rest  of  the  sac  may  then  be  readily  separated  before 
any  attempt  is  made  to  reduce  the  hernia. 

The  intestine  is  only  adherent  to  the  sac  when  there  have  been  recurrent 
attacks  of  inflammation  except  in  the  case  of  the  large  intestine,  e.g.  a csecum 
without  a proper  meso-caecum.  The  connection  between  the  bowel  and  the 
sac  wall  may  be  so  intimate  that  it  is  impossible  to  free  them,  and  it  may 
then  be  necessary  to  return  the  bowel  into  the  abdomen  with  a portion  of 
the  sac  wall  attached  to  it.  In  separating  these  adhesions  the  bowel  is  easily 
ruptured  as  it  is  very  soft. 

Abnormal  contents  of  the  sac. — The  bladder  is  not  uncommonly  found 
in  connection  with  the  sac  in  both  inguinal  and  femoral  hernije  and  may 
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either  bulge  into  it  and  form  part  of  its  contents  or  more  commonly  may  be 
applied  to  the  inner  side  of  its  neck,  being  pulled  down  along  with  the  peri- 
toneum ; it  has  happened  that  the  fleshy  mass  in  this  situation  has  not  been 
recognised  as  the  bladder  and  has  been  torn  when  separating  the  neck  of 
the  sac,  or,  what  is  apparently  still  more  common,  a portion  has  been 
included  in  the  ligature  applied  to  the  neck  of  the  sac.  We  know  of  two 
cases  of  femoral  hernia  where  this  occurred  ; it  is  an  additional  reason  for 
seeing  exactly  what  one  is  doing  before  ligaturing  the  neck  of  the  sac. 

Among  other  abnormal  structures  found  in  a hernial  sac  are  the  ovary 
and  Fallopian  tube  or  the  appendix.  An  appendix  in  a hernial  sac,  whether 
strangulated  or  not,  is  usually  elongated  and  thickened  and  will  readily 
become  the  seat  of  appendicitis.  Hence,  it  is  always  well  to  remove  the 
process  during  the  operation  (see  p.  390),  but  when  the  patient  cannot  stand 
any  prolongation  of  the  operation  it  may  be  returned  unless  it  be  seriously 
damaged.  The  ovary  or  Fallopian  tubes  should  be  returned  unless  they  are 
considerably  damaged,  in  which  case  the  comfort  of  the  patient  will  be 
best  secured  by  removing  the  affected  structure  through  the  operation- 
wound. 

Treatment  when  the  vitality  of  the  contents  is  defective.— 

Much  more  serious  are  the  cases  where  the  contents  of  the  sac  have  begun 
to  lose  their  vitality.  If  on  opening  the  sac  the  surgeon  finds  that  it 
contains  blood-stained  fluid  and  that  the  bowel  is  a deep  purplish  brown, 
the  peritoneal  surface  dull  in  places  with  greyish  or  greenish-brown  patches, 
the  condition  is  one  of  commencing  gangrene  of  the  intestine  and,  although 
the  protruded  loop  may  be  sound,  the  changes  at  the  seat  of  constriction  are 
so  far  advanced  as  to  render  gangrene  at  that  point  inevitable,  or  the  vessels 
in  the  mesentery  of  the  strangulated  loop  are  thrombosed  and  therefore 
gangrene,  if  not  actually  present,  will  soon  occur.  The  prognosis  in  a 
gangrenous  hernia  is  extremely  grave. 

Intermediate  between  the  cases  in  which  the  loop  is  evidently  quite  sound 
and  those  in  which  it  is  obviously  gangrenous  are  quite  a number  in  which 
its  condition  is  doubtful.  The  surgeon  is  not  sure  whether  it  will  recover  or 
whether  it  will  become  gangrenous.  The  chief  guide  is  the  condition  of 
the  circulation  in  the  loop  after  dividing  the  stricture ; if  this  be  readily 
restored,  the  loop  will  probably  recover  ■,  otherwise  not.  The  presence  of 
small  greyish  patches  or  haemorrhages  beneath  the  peritoneal  coat  in  a 
bowel  not  actually  gangrenous  points  to  the  probability  of  perforation  ; the 
danger  of  returning  the  bowel  is  therefore  great. 

We  shall  consider  the  question  of  treatment  under  two  headings,  viz. 
I.  When  the  condition  of  the  bowel  is  suspicious,  and  2.  When  gangrene 
has  actually  occurred. 

1.  When  the  condition  of  the  bowel  is  suspicious.  — One  plan  is 
to  return  the  bowel  just  inside  the  hernial  aperture,  after  relieving  the 
constriction  and  washing  the  loop  with  salt  solution,  so  that  the  doubtful 
portion  lies  over  the  ring  and  then  to  leave  the  wound  open  with  large 
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drainage  tubes  and  a few  strips  of  gauze  passing  through  the  wound  up  to 
the  doubtful  bowel.  The  advantage  of  this  is  that  no  second  operation  is 
required  should  recovery  of  the  bowel  take  place  while,  should  perforation 
occur,  there  is  every  probability  that  the  affected  portion  will  be  shut  off  by 
adhesions  quite  early  and  that  the  intestinal  contents  will  escape  along  the 
drains  already  arranged  (see  Fig. 

When  there  are  only  one  or  two  suspicious  spots  on  the  bowel  and  it  is 
decided  to  return  the  latter,  it  is  well  to  invert  the  suspicious  area  by 
Lembert’s  sutures  so  that,  should  they  become  gangrenous,  no  perforation 
will  take  place  into  the  abdominal  cavity. 


Fk;.  III.  — Diackam  illustrating  the  .methods  ok  tre.\ting  a look  ok 

STRANGULATED  INTESTINE  WHEN  GaNGRENE  IS  IMPENDING  OK  IS  ACTUALLY  PRESENT. 
In  « the  su.spected  loop  (shown  dotted  in  the  figure)  is  returned  just  within  the  ring 
through  which  free  drainage,  in  the  direction  of  the  arrow,  is  provided.  In  ia  Paul’s 
tube  is  inserted  and  a fascal  fistula  established,  while  in  c the  gangrenous  loop  has  been 
cut  away,  leaving  an  artificial  anus.  In  this  diagram  is  also  shown  a lateral  anastomosis 
by  Murphy’s  button  between  the  afferent  and  efferent  limbs  of  the  loop. 


Another  alternative  is  to  ‘divide  the  neck  of  the  sac,  cleanse  the  sac 
and  the  suspected  loop,  and  pull  down  the  latter  so  as  to  relieve  all 
constriction  and  then  to  fix  it  in  the  wound  either  by  strips  of  gauze  or  by 
stitches.  The  wound  should  be  left  open  and  covered  with  protective  and 
the  usual  dressings  applied  outside  until  it  is  seen  what  is  going  to  happen. 
If  gangrene  and  perforation  occur,  a moist  boracic  dressing  should  be  applied 
until  the  sloughs  have  entirely  separated ; on  the  other  hand,  if  the  bowel  is 
going  to  recover,  this  will  be  evident  in  a few  days’  time  and  the  patient  should 
then  be  put  under  an  anaesthetic  in  about  a week,  the  newly-formed  adhesions 
separated  with  the  finger,  the  bowel  returned  into  the  abdomen  and  the 
wound  closed. 

2.  When  there  is  actual  gangrene  of  the  bowel. — The  case  may  be 
seen  before  or  after  perforation  has  occurred.  In  the  former  event  two  pro- 
cedures are  available,  namely,  i.  Excision  of  the  affected  loop  of  the  bowel 

followed  by  either  (a)  an  artificial  anus  to  be  subsequently  closed  or  {l>)  an 
PT.  VI.  2 E 
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immediate  end-to-end  anastomosis  ; or  2.  Division  of  the  constriction  followed 
by  fixation  of  the  affected  loop  well  down  in  the  wound,  so  that  adhesions 
shall  form  round  the  abdominal  opening  while  the  perforation  takes  place 
lower  down.  This  gives  an  artificial  anus  which  must  be  subsequently  closed 
if  the  patient  survives. 

Immediate  resection  and  anastomosis. — 'I'he  ideal  plan  and  the  one  which 
should  always  be  first  considered  is  resection  of  the  affected  loop  followed  by 
immediate  end-to-end  union,  and  of  late  years,  owing  to  more  rapid  methods 
and  greater  care,  this  is  getting  to  be  regarded  as  the  best  procedure  in  all 
suitable  cases ; the  steps  of  the  operation  have  been  fully  described  (see 
p.  307).  Murphy’s  button  (see  p.  310)  is  the  speediest  and  perhaps  the 
best  method  of  uniting  the  bowel  under  these  circumstances  though,  if  the 
patient’s  condition  be  good,  we  should  prefer  a Robson’s  bobbin  (see 
p.  309) ; the  condition  of  the  patient  however  is  often  such  that  every 
moment  is  of  importance  and  there  Murphy’s  button  is  indicated.  In 
practising  excision,  the  bowel  must  be  cut  through  on  each  side  at  some 
considerable  distance  from  the  seat  of  constriction  so  as  to  make  quite 
certain  that  the  line  of  union  is  perfectly  healthy  and  that  the  circulation 
is  unimpaired  as  otherwise  sloughing  of  the  line  of  union  might  occur.  A 
wedge  should  be  taken  out  of  the  mesentery  (see  Fig.  92)  including  all 
damaged  vessels  ; the  amount  of  bowel  resected  will  be  to  some  extent 
governed  by  the  size  of  the  wedge  of  mesentery  it  is  necessary  to  remove. 
The  time  taken  in  performing  end-to-end  anastomosis  by  Murphy’s  button 
is  not  much  more  than  that  required  to  pull  down  the  gangrenous  bowel 
and  fix  it  in  the  wound,  while,  if  successful,  it  saves  the  patient  a second 
difficult  operation  for  the  closure  of  the  artificial  anus. 

Artificial  anus. — If  however  the  patient’s  condition  be  very  bad  either 
from  general  poisoning,  old  age  or  shock,  an  artificial  anus  will  probably  give 
him  a better  chance,  which  will  be  increased  if  a Paul’s  tube  be  inserted  in 
the  loop  (see  Fig.  in,  b)  and  an  attempt  be  made  to  empty  the  bowel 
above,  as  is  done  for  acute  intestinal  obstruction  (see  p.  325).  The  patient 
is  thus  relieved  from  the  poisoning  by  the  putrid  intestinal  contents  which 
will  not  otherwise  escape  freely  until  the  bowel  sloughs ; that  does  not  occur 
for  some  two  or  three  days. 

Still  more  serious  is  it  to  find  on  opening  the  sac  that  the  bowel  has 
actually  perforated.  To  divide  the  constriction  at  the  neck  of  the  sac  and 
either  to  pull  down  the  loop  or  to  perform  an  end-to-end  anastomosis  will  be 
a very  grave  procedure  on  account  of  the  almost  certain  risk  of  fouling  the 
peritoneum ; as  a rule  the  less  done  in  the  way  of  disturbing  the  neck  of  the 
sac  the  better.'  The  best  plan  is  to  see  that  free  drainage  is  permitted,  so  that 
the  separation  of  the  sloughs  can  take  place  without  risk  to  the  adhesions 
which  will  have  already  formed  between  the  neck  of  the  sac  and  the  bowel 
passing  through  it.  The  sloughing  portion  of  the  bowel  should  be  cut  off  and 
the  wound  left  widely  open  (see  Fig.  1 1 1,  c).  In  most  cases  the  liquid  contents 
of  the  bowel  above  can  readily  pass  the  constriction  ; sometimes  however  the 
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relief  may  be  imperfect  and,  if  the  patient’s  condition  be  fairly  good,  it  would 
then  be  quite  legitimate  to  cover  up  the  hernial  wound  and  to  make  an 
incision  in  the  middle  line  and  anastomose  the  afferent  and  efferent  ends  of 
the  loop  with  a Murphy’s  button  so  as  to  allow  the  pro.ximal  portion  of  the 
bowel  to  pass  its  contents  freely  into  the  distal  while  at  the  same  time  the 
sloughing  portion  is  cut  out  of  the  circuit  and  left  in  the  wound.  This  frees 
the  patient  from  the  obstruction,  while  no  permanent  artificial  anus  may 
form  as  the  bowel  between  the  stricture  and  the  anastomosis  may  become 
obliterated. 


CHAPTER  XXIII. 

HERNIA  ; THE  TREATMENT  OF  THE  INDIVIDUAL  FORMS. 

INGUINAL  HERNIA. 

Two  main  groups  may  be  distinguished ; in  the  congenital  one  the  sac  has 
existed  from  birth,  in  the  acquired  it  is  newly  formed. 

In  congenital  hernia,  of  which  there  are  several  varieties,  the  sac  is  the 
unobliterated  portion  of  the  funicular  process  of  the  peritoneum  (see  Fig. 
1 12);  in  one  form  the  entire  process  is  patent  and  the  peritoneal  cavity 
above  is  continuous  with  that  of  the  tunica  vaginalis  below ; in  others 
only  a small  funnel-shaped  portion  remains  unobliterated  above ; lastly,  the 
upper  part  alone  may  be  obliterated  so  that  a hernia  pushing  a fresh  sac 
before  it  inverts  the  unobliterated  portion  of  the  funicular  process  below 
and  may  obscure  the  diagnosis ; this  last  is  the  so-called  “ infantile  hernia."’ 

The  division  of  inguinal  hernia  into  the  oblique  and  the  direct  forms  is 
very  important.  The  ordinary  oblique  inguinal  hernia  descends  along  the 
cord  from  the  internal  abdominal  ring,  and  may  be  congenital  or  acquired  ; 
the  direct  form  occurs  to  the  inner  side  of  the  epigastric  artery  either 
stretching  or  perforating  the  conjoined  tendon  and  is  always  acquired. 

REDUCIBLE  OBLIQUE  INGUINAL  HERNIA.  — In  inguinal 
hernia  cure  may  follow  the  continued  application  of  an  efficient  truss 
especially  in  the  congenital  herniee  of  infancy  and  early  childhood ; if  the 
hernia  be  kept  reduced  from  the  first,  the  funicular  process  may  become 
obliterated,  partly  by ‘natural  development  and  partly  by  the  continued 
pressure,  and  a cure  is  brought  about.  The  cure  of  an  acquired  hernia  is 
very  much  more  doubtful. 

In  infancy. — In  infants  there  is  much  difficulty  in  keeping  a truss 
clean  and  in  place,  and  perhaps  the  most  satisfactory  plan  during  the  first 
year  is  to  use  a bandage  instead  of  a truss ; this  is  readily  changed  and 
may  be  washed  and  used  again  and,  though  not  so  efficient  as  a properly 
fitting  truss  in  an  older  child,  is  valuable  when  properly  used  in  the  very 
young.  The  method  usually  adopted  is  to  apply  a flannel  bandage  truss 
as  follows.  The  skin  is  first  powdered  with  fullers’  earth  or  equal  parts 
of  oxide  of  zinc,  boracic  acid  and  starch  and  a pad  of  boracic  lint  is  laid 
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over  the  inguinal  canal.  A long  strip  of  flannel  two  inches  broad  is  takeit 
and  doubled  in  half.  'I'he  loop  is  applied  over  the  pad  and  the  doubled 
strip  is  carried  obli(]uely  up  across  the  iliac  region  on  the  opposite  side  to 
the  hernia,  then  around  the  pelvis  behind  midway  between  the  iliac  crest 
and  the  great  trochanter  and  the  ends  are  brought  forward  and  carried 
through  the  loop.  The  bandage  is  then  drawn  tight  with  the  point  at 
which  the  ends  pass  through  the  loop  exactly  over  the  internal  ring.  The 
mother  now  reduces  the  hernia — although  an  effort  should  always  be  made 


Fig.  II2. — Diagram  of  the  various  tvi*es  of  oblique  Inguinal  Hernia.  The 
arrangement  of  the  peritoneum  is  shown  with  regard  to  the  tunica  vaginali.s.  A is  the 
ordinary  congenital  type,  C is  the  so-called  “infantile  hernia,”  />’  is  the  hernia  into  a patent 
funicular  process,  and  /)  is  the  ordinary  acquired  form. 


to  keep  it  from  descending  during  the  changing  of  the  truss — and,  keeping 
it  up  by  digital  pressure  over  the  ring,  the  pad  is  slipped  in  place,  the 
bandage  brought  over  it,  the  free  ends  carried  round  the  fold  of 
the  perineum,  brought  up  behind  the  buttock  on  the  affected  side  and 
fastened  to  the  horizontal  limb  of  the  truss ; while  this  is  being  done 
enough  traction  is  made  to  keep  up  the  hernia.  Unless  the  latter  be  very 
large  it  will  generally  do  so  but  should  it  descend  behind  the  bandage  it 
means  that  either  the  pressure  is  not  applied  at  the  proper  spot  or  that 
the  band  has  not  been  drawn  tight  enough.  In  a bi-lateral  hernia  a similar 
bandage  may  be  used  for  the  opposite  side.  'I’he  child  should  be  bathed 
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before  the  tsuss  is  removed,  when  it  should  be  taken  off  and  a fresh  one 
applied ; the  old  one  can  be  washed  and  used  again  when  dry. 

A skein  of  worsted  is  often  used  instead  of  the  flannel ; one  loop  is 
brought  over  the  seat  of  the  hernia  and  the  other  end  of  the  skein  is 
passed  round  the  pelvis  as  before,  brought  through  this  loop  and  the  whole 
is  tightened  up  until  the  point  of  junction  is  over  the  internal  ring,  when 
the  free  end  of  the  skein  is  carried  down  between  the  legs  and  fastened 
to  the  horizontal  limb  of  the  skein  as  described  above.  The  objection  to 
the  worsted  is  the  expense,  because  this  sort  of  truss  in  an  infant  must  be 
changed  several  times  a day  and  the  worsted  soon  shrinks  and  becomes 
hard  and  uncomfortable,  while  the  individual  threads  mark  the  skin  and 
cause  discomfort;  on  the  whole  the  flannel  is  preferable.  The  difficulty 
with  these  trusses  is  to  see  that  the  mother  or  nurse  thoroughly  understands 
them.  It  is  not  sufficient  to  explain  or  even  to  demonstrate  the  method ; 
the  person  in  charge  of  the  child  must  apply  it  herself  on  several  occasions 
in  the  surgeon’s  presence. 


Fh;.  113. — India-Rubber  Tru.sses  eok  Inguinai.  Hernia  in  Young  Chii.uren. 
The  pad  is  inflatable.  The  left-hand  truss  is  for  an  unilateral,  the  right-hand  for  a 
bilateral  hernia. 


If  trusses  be  employed  in  very  young  children  they  must  be  covered  with 
indiarubber,  and  great  care  must  be  taken  to  keep  the  skin  under  them  dry 
and  clean.  Two  or  three  trusses  should  be  provided  for  each  case  so  that 
each  one  can  be  thoroughly  cleaned  after  removal ; the  skin  is  washed  and 
powdered  (see  p.  437)  and  boracic  lint  is  applied  between  it  and  the  pad  of 
the  truss.  With  a careful  and  intelligent  mother  who  sees  that  the  hernia 
does  not  descend  during  the  changing  of  the  truss  the  result  may  be  very 
satisfactory ; a careless  one  will  often  mismanage  tbe  child  to  sucb  an  extent 
that  the  skin  gets  sore  under  the  pad  and  the  truss  has  to  be  left  off.  Further, 
poor  patients  can  only  afford  a single  truss  which  soon  gets  foul  and  irritating. 
'Fhe  ordinary  spring  truss,  although  constantly  recommended,  is  not  at  all 
satisfactory  in  children  under  two  years  of  age  ; the  body  is  most  difficult 
to  fit,  the  child  is  growing  rapidly,  and  the  pad  is  usually  either  inefficient  or 
exerts  injurious  pressure. 

'When  the  abdominal  ring  is  very  large  a flannel  truss  will  not  act ; in  an 
infant,  in  whom  the  conditions  are  unfavourable  for  a radical  cure,  the  truss 
shown  in  Fig.  113  may  be  tried;  this  consists  of  a broad  indiarubber  band 
encircling  the  pelvi.s,  to  the  front  of  which  are  fixed  one  or  two  pads  of  india- 
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rubber,  according  to  the  nature  of  the  case,  distended  with  glycerine,  water  or 
air, — the  latter  by  preference, — and  kept  in  position  by  indiarubber  perineal 
straps. 

If  the  flannel  truss  keeps  up  the  hernia  efficiently  it  should  be  worn 
continuously  for  eighteen  months  or  two  years  and  then  left  off ; if  the 
hernia  has  now  disappeared,  well  and  good,  if  not,  an  ordinary  spring  truss 
should  be  worn  for  about  another  year  and  then  radical  cure  (see  p.  441) 
should  be  done  if  the  hernia  still  comes  down. 

Should  the  truss  fail  to  keep  up  the  hernia  radical' cure  must  be  performed, 
but  we  have  already  given  reasons  for  deferring  this  until  the  child  is  two  or 
three  years  old  (see  p.  422);  we  have  however  operated  on  a number  of 
infants  from  nine  to  eighteen  months  old  for  the  reason  given  above  with 
excellent  results.  The  steps  of  the  operation  are  detailed  on  p.  441  ; after  it  we 
fix  a small  strip  of  gauze  along  the  line  of  incision  with  collodion  and  do  not 
use  any  bandages  or  other  dressings  as  they  only  get  soaked  with  urine.  The 
collodion  dressing  is  changed  as  frequently  as  may  be  necessary  and  after 
the  first  day  the  line  of  incision  is  also  painted  with  collodion  before  the 
gauze  is  applied  so  as  to  keep  it  impervious. 

In  adults. — The  remarks  already  made  upon  the  question  of  a radical 
cure  versus  a truss  (see  p.  422)  apply  in  their  entirety  to  inguinal  hernia. 

Trusses. — Should  it  be  decided  that  the  patient  is  to  wear  a truss, — and, 
even  if  he  decides  on  operation,  he  should  wear  one  until  it  is  performed, — 
the  following  points  must  be  attended  to.  In  ordering  the  truss  the  circum- 
ference of  the  pelvis  is  measured  from  the  centre  of  the  external  ring  to  a 
point  midway  between  the  top  of  the  great  trochanter  and  the  crest  of  the 
ilium  and  then  horizontally  around  the  pelvis  on  this  level  and  back  again  to 
the  centre  of  the  ring.  The  sex,  occupation  and  social  habits  of  the  patient 
should  be  notified,  together  with  some  idea  of  the  size  of  the  ring  and  the 
amount  of  pressure  required  to  keep  up  the  hernia.  It  is  also  well  to  state 
whether  the  patient  be  fat  or  not  and  whether  a perineal  band  will  be  required; 
this  as  a rule  is  only  essential  when  the  abdomen  is  very  flat  as  in  the 
opposite  condition  there  is  no  tendency  for  the  truss  to  slip  up.  The  pad 
should  be  as  flat  as  possible  and  just  large  enough  to  overlap  the  ring  in  all 
directions  and  to  press  on  the  lower  end  of  the  inguinal  canal.  It  must  be  so 
arranged  that  the  vas  is  not  pressed  upon  and,  if  the  ring  be  large  and  con- 
siderable pressure  be  required  or  if  the  patient  be  the  subject  of  a misplaced 
testicle,  it  is  well  to  employ  the  horse-shoe  pad  designed  by  the  late  Professor 
W'ood,  which  avoids  pressure  on  the  cord  (see  Fig.  109).  Wood's  horse-shoe 
truss  is  also  useful  in  direct  hernire  where  the  ordinary  truss  is  very  apt  to 
press  upon  the  cord ; it  is  also  suitable  for  those  who  are  very  susceptible 
to  pressure  and  who  rapidly  develop  varicosity  of  the  veins  of  the  cord 
therefrom.  'I'he  ordinary  spring  truss  takes  its  purchase  behind  over  the 
sacrum  and  should  pass  round  the  body  midway  between  the  iliac  crest  and 
the  top  of  the  great  trochanter.  It  should  lie  flat  against  the  skin  everywhere 
except  near  the  junction  of  the  spring  with  the  pad. 


440  the  surgical  affections  of  the  intestines. 


Special  trusses  are  used  for  cases  of  retained  testicle  complicating  a 
hernia,  for  scrotal  hernia  (see  Fig.  114)  and  for  irreducible  hernia  (see 
Fig.  1 1 o),  but  in  our  opinion  these  are  very  rarely  called  for ; in  all  these 
cases,  unless  there  is  some  very  serious  contra-indication,  a radical  cure 
should  be  performed.  AVhen  the  muscles  are  very  lax,  the  subjects  very  fat 
and  the  hernise  very  large  the  radical  cure  may  not  be  permanent ; but  even 
then  it  is  of  great  value  as  it  allows  the  patient  to  wear  an  ordinary  truss. 

^Vhen  a radical  cure  is  not  done  for  a scrotal  hernia  the  form  of  truss  used 
is  triangular  and  with  a very  strong  spring, — the  so-called  “rat-tailed  truss” 
(see  Fig.  114).  A strap  passes  from  the  inferior  angle  of  the  pad  across  the 
perineum  and  is  fastened  to  the  spring  on  the  same  side  of  the  body  as  the 
hernia.  The  perineal  band  in  this  truss  is  meant  to  exert  direct  pressure  upon 
the  canal,  while  that  in  the  ordinary  form  merely  prevents  the  pad  from 
slipping  up. 

In  cases  of  hernia  complicating  undescended  testicle  a cup-shaped  truss 
is  often  employed  to  receive  the  testicle  whilst  its  rim  keeps  up  the  hernia. 


^^"e  consider  however  that  it  is  always  advisable  to  operate  on  these  cases 
partly  in  order  to  perform  a radical  cure  of  the  hernia  and  partly  to  remedy 
the  undescended  testicle  and  to  our  minds  it  is  open  to  question  whether  a 
truss  should  be  worn  at  all.  The  hernia,  which  is  practically  always  present, 
helps  the  descent  of  the  testicle  and  the  neck  of  the  sac  is  wide  and  there  is 
little  risk  of  strangulation.  When  the  child  can  be  under  close  observation 
we  are  therefore  inclined  to  allow  some  time  to  elapse  before  operating  and 
not  to  recommend  a truss  to  be  worn  at  all  in  order  to  get  the  testicle  to 
descend  as  low  as  possible. 

The  first  point  in  applying  a truss  is  to  reduce  the  hernia.  The  patient 
lies  flat  on  a couch,  and  the  thigh  on  the  affected  side  is  flexed  and  rotated 
inwards.  The  neck  of  the  sac  is  then  grasped  between  the  left  thumb  and 
forefinger  and  pushed  firmly  downwards  and  inwards ; the  bulk  of  the 
tumour  is  then  grasped  in  the  palm  of  the  right  hand  and  the  swelling 
compressed  and  gradually  squeezed  up  towards  the  inguinal  ring.  Com- 
pression is  first  employed  in  order  to  empty  the  contents  of  the  bowel,  and 
when  this  has  been  done  the  contents  of  the  sac  are  returned  into  the 
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abdomen  by  steady  upward  pressure.  Many  patients  are  very  expert  at  this. 
After  the  hernia  has  been  reduced,  the  thumb  and  two  fingers  are  placed 
firmly  over  the  canal  so  as  to  prevent  it  coming  down,  the  truss  is 
slipped  round  the  body  and  the  pad  is  placed  over  the  canal  and  the 
internal  abdominal  ring,  d'he  management  of  the  truss  has  been  already 
detailed  (see  p.  425). 

Radical  cure. — Inguinal  hernia  is  the  form  most  suited  for  the 
“radical  cure”  operation,  and  is  that  in  which  the  operation  is  most 
successful. 

Many  operations  have  been  introduced  for  the  radical  cure  of  inguinal 
hernia,  the  details  as  well  as  the  principles  of  dealing  with  the 
hernia  varying  widely.  For  our  own  part,  we  usually  employ  a nondescript 
operation  (see  p.  450)  taking  points  from  various  methods.  Before  describ- 


Fig.  115.  — MhTHol)  of  treating  the  neck  of  the  sac  bv  Ligatcke  in  the 
Radical  Cure  of  Hernia.  In  ^ the  neck  of  the  sac  has  been  ligatured  and  the  sac 
i'.self  cut  away,  b and  c show  how  the  ends  of  the  ligature  around  the  neck  of  the  .sac  are 
passed  through  the  abdominal  walls,  so  that  when  they  are  tied  the  peritoneum  is  drawn 
flush  over  the  ring  and  ail  trace  of  a hernial  dimple  is  obliterated. 

ing  the  methods  we  may  point  out  the  essential  principles  of  the  operation, 
which  are  two  in  number,  viz.;  i.  To  deal  effectually  with  the  hernial 
sac,  and  2.  to  close  the  canal  along  which  the  hernia  has  come.  V\’e  shall 
then  describe  the  operation  for  the  acquired,  the  congenital  and  the  direct 
forms  of  hernia. 

1.  The  treatment  of  the  hernial  sac. — It  is  hardly  necessary  to  mention 
that,  when  a hernia  is  reduced  into  the  abdomen,  the  sac  remains  behind. 
An  essential  part  of  any  operation  is  the  complete  obliteration  of  this 
structure  for,  if  it  be  left  behind,  the  hernia  will  come  down  into  it  again 
however  the  canal  has  been  treated.  It  is  most  important  that  not  only 
should  the  whole  sac  be  removed,  but  that  not  even  a dimple  should  be 
left  at  its  neck. 

Obliteration  of  the  sac  may  be  effected  in  several  ways.  The  one  most 
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often  employed  is  complete  removal  of  the  sac  and  ligature  of  the  neck.  A 
needle  carrying  a double  thread  is  passed  through  the  peritoneum  just 
above  the  neck  of  the  sac,  cleared  both  of  its  contents  and  its  coverings, 
and  these  threads  are  tied  on  each  side  and  the  sac  cut  away.  An  end 
of  each  thread  is  left  long,  the  peritoneum  is  separated  from  the  muscles 
by  the  finger  passed  up  through  the  canal  and  the  ends  of  the  ligatures 
are  then  carried  through  the  abdominal  muscles  from  behind  forwards  at 
a point  well  above  the  ring  so  as  to  drag  up  the  stump  well  away  from 
the  hernial  orifice  (see  Fig.  115). 

This  is  a very  efficient  method,  but  it  must  be  done  thoroughly.  If 
the  sac  be  ligatured  a little  below  the  neck,  a funnel-shaped  projection  is 
left  into  which  a hernia  may  again  find  its  way.  It  is  absolutely  essential 
to  remove  the  neck  as  well  as  the  body  of  the  sack  and  in  order  to  do 
this  it  is  necessary  in  most  cases  to  slit  up  the  external  oblique.  The  vas 
must  be  separated  from  the  neck  of  the  sac ; this  is  easily  done  with  the 
finger.  The  most  important  point  requiring  attention  in  this  method  is  to 
see  that  none  of  the  contents  are  adherent  to  the  neck  of  the  sac  or 
protrude  through  it,  as  otherwise  they  may  be  injured.  The  neck  of 
the  sac  must  also  be  most  carefully  cleared ; neglect  of  this  precaution  has 
led  to  injury  of  the  bladder  by  the  ligatures  ; this  is  only  likely  to  happen 
however  in  a direct  inguinal  or  a femoral  hernia.  In  the  ordinary  oblique 
inguinal  form  the  bladder  is  usually  not  in  evidence. 

Another  efficient  method  is  torsion  of  the  sac.  The  neck  is  cleared,  the 
sac  is  opened,  so  as  to  make  sure  that  there  are  no  adhesions  either  in  the 
sac  or  at  the  neck, — a very  important  point, ^ — and  the  fundus  of  the  sac  is 
seized  with  forceps  and  twisted  up  tightly,  the  cord  being  held  out  of  the 
Avay.  In  this  Avay  the  upper  end  of  the  sac  can  be  obliterated  absolutely ; 
indeed  a very  large  amount  of  the  peritoneum  can  be  stripped  off  the 
abdominal  wall.  Previous  to  twisting  the  sac,  the  finger  is  introduced 
between  the  transversalis  muscle  and  the  peritoneum  and  a little  bed  is 
formed  above  and  to  the  outer  side  of  the  neck  of  the  sac  for  the  reception 
of  the  sac  when  twisted.  The  twisting  is  carried  on  until  the  sac  gets 
into  a knot,  when  the  forceps  are  pushed  up  into  the  bed  previously 
prepared  and,  when  the  muscular  wall  is  strong,  the  mere  pressure  of  the 
abdominal  wall  prevents  untwisting.  The  chief  objections  urged  against 
the  method  are  the  possibility  of  the  sac  unwinding  and  with  lax  abdominal 
walls  this  may  certainly  occur  and  here  ligature  of  the  sac  is  preferable. 
Another  objection  is  that  the  sac  does  not  always  become  obliterated  and 
a collection  of  fluid  occurs  in  it.  This  is  quite  a rare  occurrence  and  can 
probably  be  avoided  by  opening  the  lower  end  of  the  sac.  A third  objection 
is  that,  should  the  wound  suppurate,  the  sac  may  slough  ; this  has  certainly 
occurred,  but  is  much  more  rare  than  might  be  expected,  and  these  operations 
should  not  be  accompanied  by  suppuration.  We  employ  the  method  very 
often  for  the  hernite  of  children  where  the  damage  to  the  abdominal  walls 
should  be  as  .slight  as  possible. 
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Among  other  methods  of  dealing  with  die  sac  are  Macewen’s,  in  which 
the  sac  is  pursed  up,  and  Kocher’s,  in  which  the  twisted  sac  is  brought  out 
through  the  external  oblique  (see  Fig.  ii6).  In  all  ca.ses,  if  the  sac  be  not 
cut  away,  it  must  be  removed  from  the  inguinal  canal ; to  leave  a twisted  or  a 
pursed-up  sac  in  the  inguinal  canal  is  to  leave  a tissue  which  prevents  the 
proper  closure  of  the  canal  and  which  of  itself  is  not  a satisfactory  barrier  to 
the  descent  of  the  hernia. 

In  direct  hernia  the  condition  is  different,  and  frequently  neither  of  these 
methods  can  be  employed.  As  a rule  there  is  no  narrow  neck  to  the  sac. 


Kk;.  ii6. — Kocher’s  Method  ok  TKEATixt; the  Sac  in  Radical  Cure  of  Inguinal 
Hernia.  The  finger  is  first  passed  up  the  canal  behind  the  external  oblique  and  a long 
pair  of  lorceps  are  thrust  through  the  latter  on  to  the  finger  and  guided  by  it  down  the 
canal  and  out  at  the  external  ring,  where  the  fundus  of  the  sac  is  firmly  seized,  as  shown 
in  the  left-hand  figure.  The  forceps  are  then  withdrawn  carrying  the  sac  with  them,  as 
seen  in  the  right-hand  figure.  Finally  the  fundus  of  the  sac  is  laid  down  on  the  outer 
surface  of  the  external  oblique,  directly  over  the  inguinal  canal,  and  secured  firmly  in 
place  by  a series  of  sutures  which  first  pass  through  the  muscle,  Lembert-fashion,  on  one 
side  of  the  sac,  then  right  through  the  sac,  then  finally  through  the  external  oblique, 
again  Lemhert-lashion.  on  the  opposite  side  of  the  sac.  When  these  sutures  are  tied  the 
sac  is  immovably  incorporated  with  the  abdominal  wall.  If  preferred,  ihe  neck  of  the  sac 
may  be  secured  to  the  opening  in  the  external  oblique  after  the  fundus  has  been  cut  away. 

which  is  a mere  protrusion  of  the  peritoneum,  and  it  is  impossible  either 
to  twist  or  to  purse  up  the  neck  sufficiently  to  ligature  it.  Moreover,  in  the 
oblique  form  also,  when  the  ctecum  is  in  the  sac,  portions  of  the  latter  must 
be  put  back  with  the  intestine  and  no  satisfactory  neck  is  left.  In  both  cases 
closure  is  best  effected  by  cutting  away  the  sac  altogether  and  stitching 
up  the  peritoneum  as  in  an  ordinary  laparotomy. 

2.  The  methods  of  dealing  with  the  canal. — d'his  question  is  very 
important,  and  is  one  about  which  there  is  very  reasonable  difference  of 
opinion.  'The  first  (|uestion  is  whether  steps  should  be  taken  to  close  the 
canal  at  all.  'J'his  depends,  we  believe,  on  the  age  of  the  patient  and  on 
the  condition  of  the  abdominal  walls.  There  is  no  doubt  that  the  essential 
point  in  the  operation  of  radical  cure  is  the  complete  obliteration  of  the  sac, 
but,  when  the  abdominal  walls  are  lax  and  atroi)hied  or  stretched  by  the 
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existence  of  a large  hernia,  a fresh  protrusion  of  peritoneum  is  very  liable  to 
occur  unless,  some  approximation  of  the  sides  of  the  canal  be  also  effected. 
In  children,  on  the  other  hand,  the  hernia  is  often  due  to  the  existence  of  an 
unobliterated  portion  of  the  tunica  vaginalis  and  not  to  muscular  inefficiency, 
and  a large  number  of  cases  are  cured  by  simple  obliteration  of  the  sac 
without  suture  of  the  inguinal  canal.  The  arrangement  of  the  muscles  is 
such  that  they  tend  to  close  the  inguinal  canal  as  they  contract,  and  the' 
insertion  of  stitches  may  interfere  with  this.  In  young  children,  therefore, 
unless  the  hernia  be  large  and  the  canal  widely  dilated,  it  is  not  necessary  to 


Fig.  117. — Machwkn’s  Method  ok  ci.osing  the  Inguinal  Canal  in  Radical 
Cure  of  Hernia.  The  left-hand  sketch  shows  the  method  of  passing  the  suture  through 
the  conjoined  tendon,  while  the  right-hand  one  shows  the  ends  of  this  suture  passed,  one 
through  the  fascia  lata  of  the  thigh  just  below  Poupart’s  ligament,  while  the  other  (the 
inner  or  lower  end)  is  passed  through  the  ligament  itseli.  In  Prof.  Macewen's  own 
description  (see  p.  445)  both  ends  are  passed  through  the  ligament. 


insert  stitches  in  the  canal  ; with  the  obliteration  of  the  sac  the  essential 
part  of  the  operation  is  completed,  and,  in  order  to  avoid  undue  separation 
of  the  muscles,  we  generally  twist  the  sac  (see  p.  442).  It  is  well  however  to 
put  a few  stitches  in  the  external  abdominal  ring,  which  is  unduly  dilated  by 
the  hernia,  and  which  is  also  to  some  extent  torn  up  by  the  manipulations 
during  the  operation  and,  as  this  is  a tendinous  opening,  its  closure  by 
muscular  action  is  not  so  complete  as  is  the  case  with  the  internal  ring. 
^Vhen  however  the  hernia  is  large,  when  the  muscles  are  thinned  and 
spread  out  over  the  sac,  and  especially  in  old  or  fat  people  and  in  direct 
hernia,  it  is  necessary  to  bring  the  sides  of  the  canal  together  by 
stitches  besides  obliterating  the  sac,  and  this  can  be  done  in  a variety 
of  ways. 
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In  Macewen’s  method  (see  Fig.  117),  which  is  best  suited  for  cases  with 
fairly  strong  muscular  walls,  the  cord  is  kept  out  of  the  way  and  stitches  are 
inserted  through  the  conjoined  tendon  or  the  adjacent  portion  of  the  internal 
oblique  and  transversalis,  or  through  both,  on  the  one  side  and  through 
Poupart’s  ligament  on  the  other,  and  the  former  structures  are  pulled  in  front 
of  the  cord  and  appro.ximated  to  the  latter ; usually  one  or  two  mattress 
sutures  suffice  for  this  purpose. 

Maceiven's  operntio?i. — The  operation  is  described  by  its  author  in  the 
British  Medical  Journal^  December  loth,  i88t,  in  the  following  words: — 

A.  The  Formation  of  a Fad  on  the  Abdominal  Surface  of  the  Circumference  of  the 
Internal  Ring,  (i)  Free  and  elevate  the  distal  extremity  of  the  sac,  preserving  along 
with  it  any  adipose  tissue  that  may  be  adherent  to  it  ; when  this  is  done,  pull  down 
the  .sac,  and,  while  maintaining  tension  upon  it,  introduce  the  index  finger  into  the 
inguinal  canal,  separating  the  sac  from  the  cord  and  from  the  parietes  of  the  canal. 

“ (2)  Insert  the  index  finger  outside  the  sac  till  it  reaches  the  internal  ring  ; there 
separate  with  its  tip  the  peritoneum  for  about  half  an  inch  round  the  whole  abdomina 
aspect  of  the  circumference  of  the  ring. 

“ (3)  A stitch  is  secured  firmly  to  the  distal  extremity  of  the  sac.  The  end  of  the 
thread  is  then  passed  in  a proximal  direction  several  times  through  the  sac,  so  that, 
when  pulled  upon,  the  sac  becomes  folded  upon  itself,  like  a curtain. 

“ The  free  end  of  this  stitch,  threaded  on  a hernia  needle,  is  introduced  through 
the  canal  to  the  abdominal  aspect  of  the  fascia  transversalis,  and  there  penetrates  the 
anterior  abdominal  wall,  about  an  inch  above  the  upper  border  of  the  internal  ring. 
The  wound  in  the  .skin  is  pulled  upwards,  so  as  to  allow  the  point  of  the  needle  to 
project  through  the  abdominal  muscles  without  penetrating  the  skin. 

“ The  thread  is  relieved  from  the  extremity  of  the  needle  when  the  latter  is  with- 
drawn. The  thread  is  pulled  through  the  abdominal  wall  ; and  when  traction  is  made 
upon  it,  the  sac,  wrinkling  upon  itself,  is  thrown  into  a series  of  folds,  its  distal  ex- 
tremity being  drawm  furthest  backwards  and  upwards.  An  assistant  maintains 
traction  upon  the  stitch  until  the  introduction  of  the  sutures  info  the  inguinal  canal  ; 
and  when  this  is  completed,  the  end  of  the  stitch  is  secured  by  introducing  its  free 
extremity  several  times  through  the  superficial  layers  of  the  external  oblique  muscles. 
A pad  of  peritoneum  is  thus  placed  upon  the  abdominal  side  of  the  internal  opening, 
where,  owing  to  the  abdominal  aspect  of  the  circumference  of  the  internal  ring  having 
been  refreshed,  new  adhesions  may  form. 

“ j6’.  The  Closure  of  the  Inguinal  Canal.  The  sac  having  been  returned  into  the 
abdomen  and  secured  to  the  abdominal  circumference  of  the  ring,  this  aperture  is 
closed  in  front  of  it  in  the  following  manner — The  finger  is  introduced  into  the  canal, 
and  lies  between  the  inner  and  lower  borders  of  the  internal  ring,  in  front  of  and 
above  the  cord.  It  makes  out  the  position  of  the  epigastric  artery  so  as  to  avoid  it. 
The  threaded  hernia  needle  is  then  introduced,  and,  guided  by  the  index  finger,  is 
made  to  penetrate  the  conjoint  tendon  in  two  places ; first,  from  without  inwards,  near 
the  lower  border  of  the  conjoint  tendon  ; secondly,  from  within  outwards,  as  high  uj) 
as  possible  on  the  inner  aspects  of  the  canal.  This  double  penetration  of  the  conjoint 
tendon  is  accomplished  by  a single  screw-like  turn  of  the  instrument.  One  single 
thread  is  then  withdrawn  from  the  point  of  the  needle  by  the  index  finger  ; and  when 
this  is  accomplished,  the  needle,  along  with  the  other  extremity  of  the  thread,  is 
removed.  The  conjoint  tendon  is  therefore  penetrated  twice  by  this  thread,  and  a 
loop  left  on  its  abdominal  aspect. 

“ .Secondly,  the  other  hernia  needle,  threaded  with  that  portion  of  the  stitch  which 
comes  from  the  lower  border  of  the  conjoint  tendon,  guided  by  the  index  finger  in  the 
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inguinal  canal,  is  introduced  from  within  outwards,  through  Poupart’s  ligament,  which 
it  penetrates  at  a point  on  a level  with  the  lower  stitch  in  the  conjoint  tendon.  The 
needle  is  then  completely  freed  from  the  thread  and  withdrawn. 

“ Thirdl}',  the  needle  is  now  threaded  with  that  portion  of  the  catgut  which  pro- 
trudes from  the  upper  border  of  the  conjoint  tendon,  and  is  introduced  from  within 
outwards  through  the  transversalis  and  internal  oblique  muscles,  and  the  aponeurosis 
of  the  external  oblique  at  a level  corresponding  with  that  of  the  upper  stitch  in  the 
conjoint  tendon.  It  is  then  quite  freed  from  the  thread  and  withdrawn. 

“ There  are  now  two  free  ends  of  the  suture  on  the  outer  suiface  of  the  external 
oblique,  and  these  are  continuous  with  the  loop  on  the  abdominal  aspect  of  the  con- 
joint tendon.  To  complete  the  suture,  the  two  free  ends  are  drawn  tightly  together 
and  tied  in  a reef  knot.  This  unites  firmly  the  , internal  ring. 

“ The  same  stitch  may  be  repeated  lower  down  the  canal  if  thought  desirable.  In 
adults  it  may  be  well  to  do  so  when  the  gap  in  the  abdominal  parietes  is  wide.  The 
pillars  of  the  external  ring  may  likewise  be  brought  together. 

“ In  order  to  avoid  compression  of  the  cord,  it  ought  to  be  examined  before  tight- 
ening each  stitch.  The  cord  ought  to  lie  behind  and  below  the  sutures,  and  be  freeh- 
moveable  in  the  canal.  It  is  advisable  to  introduce  all  the  necessar)’  sutures  before 
tightening  any  of  them.  When  this  is  done,  they  might  be  all  experimentally  drawn 
tight,  and  maintained  so,  while  the  operator’s  finger  is  introduced  into  the  canal  to 
ascertain  the  result.  If  satisfactory  they  are  then  tied,  beginning  with  the  one  at  the 
internal  ring,  and  taking  up  in  order  any  others  which  may  have  been  introduced.  In 
the  great  majority  of  cases  the  stitch  in  the  internal  ring  is  all  that  is  required. 

“During  the  operation  the  skin  is  retracted  from  side  to  side,  to  bring  the  parts 
into  view,  and  to  enable  the  stitches  to  be  fixed  subcutaneously.  When  the  retraction 
is  relieved,  the  skin  falls  into  its  normal  position,  the  wound  being  opposite  the 
external  ring.  The  operation  is  therefore  partly  subcutaneous.” 

Bassini’s  operatmi. — On  the  other  hand,  a more  popular  method 
nowadays  and  one  better  suited  for  old  patients  and  those  in  whom  the 
muscular  wall  is  feeble  is  Bassini’s  (see  Fig.  1 1 8).  This  involves  a more 
complete  closure  of  the  canal  and  to  do  it  the  e.xternal  oblique  tendon  is 
slit  up  sufficiently  to  fully  expose  the  whole  canal,  and  then,  the  cord 
being  hooked  down  out  of  the  way,  the  lower  edges  of  the  internal  oblique, 
the  transversalis  and  the  conjoined  tendon  are  defined  and  separated  from  the 
peritoneum  by  the  finger,  and  a series  of  sutures  are  inserted  so  as  to 
bring  this  edge  into  close  apposition  with  Poupart’s  ligament  throughout, 
except  at  the  outer  end  where  just  enough  room  is  left  for  the  cord  to 
emerge.  This  may  be  done  by  a continuous  suture  but  w'e  prefer  to  employ 
three  or  four  mattress  sutures  similar  to  those  recommended  by  Macewen. 
The  first  stitch  is  inserted  as  high  up  the  internal  ring  as  possible,  so 
as  just  to  allow  the  cord  room  to  emerge ; if  the  veins  be  at  all  large  we 
sometimes  excise  them  as  in  the  operation  for  varicocele.  The  lowest 
suture  is  in  the  conjoined  tendon.  The  vas  is  then  laid  down  in  place 
and  the  divided  edges  of  the  external  oblique  and  the  pillars  of  the  external 
ring  are  carefully  sutured  over  it  throughout  with  chromicised  catgut,  just 
leaving  room  for  the  cord  to  emerge  at  the  inner  extremity.  There  is  no 
doubt  that  this  is  a much  more  effectual  operation  in  these  particular  cases 
than  Macewen’s  and  is  the  most  suitable  for  all  cases  where  the  canal 
has  to  be  diminished  in  size. 
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Fifi.  ii8. — I’lASsiNi'.s  Raoicai.  Cl'rk  or  Incuinai.  Hkrnia.  The  three  chief  .stages 
of  the  operation  are  illustrated.  In  A the  e.\ternal  oblique  has  been  slit  up  to  e.vpose 
the  internal  ring  fully.  In  li  the  cord  is  hooked  down  out  of  the  way  and  the  lower 
edge  of  the  internal  ring  is  approximated  behind  it  to  Poupart’s  ligament,  leaving  just 
room  enough  for  the  cord  to  emerge  at  the  outer  end.  In  C the  cord  has  been  laid 
down  in  position  and  the  cut  edges  of  the  external  oblique  sutured  together  over  it, 
leaving  just  room  for  its  emergence  below.  This  is  better  done  by  interrupted  suture.s. 
It  will  be  noticed  that  the  area  of  operation  is  exposed  by  turning  down  a flap  (see 
p.  450). 
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Halsted’s  operation. — A method  employed  by  a good  many  surgeons  is 
that  known  as  Halsted’s  (see  Fig.  119),  which  is  described  by  its  author 
in  the  following  words  ^ : — 

“ Instead  of  trying  to  repair  the  old  canal  and  the  internal  abdominal  ring,  I 
make  a new  canal  and  a new  ring.  The  new  ring  should  fit  the  cord  as  snugly 
as  possible,  and  the  cord  should  be  as  small  as  possible.  The  skin  incision 
extends  from  a point  about  5 cm.  above  and  external  to  the  internal  ring  to  the 
spine  of  the  pubes.  The  subcutaneous  tissues  are  divided,  so  as  to  expose  clearly 
the  aponeurosis  of  the  external  oblique  and  the  external  ring.  The  aponeurosis 
of  the  external  oblique,  the  internal  oblique  and  transversalis  and  the  transversalis 
fascia  are  cut  through  from  the  internal  abdominal  ring  to  a point  about  2 cm. 
above  and  external  to  the  internal  ring.  The  vas  deferens  and  the  blood-vessels 
of  the  cord  are  isolated.  All  but  one  or  two.  of  the  veins  of  the  cord  are  excised. 
The  .sac  is  carefully  isolated  and  opened,  and  its  contents  replaced.  A piece  of 
gauze  is  usually  employed  to  replace  and  retain  the  intestines.  With  the  division 
of  the  muscles  and  transversalis  fascia,  the  so-called  neck  of  the  sac  vanishes. 
There  is  no  longer  a constriction  of  the  sac.  The  communication  between  the 
sac  and  the  abdominal  cavity  is  sometimes  large  enough  to  admit  one’s  hand.  The 
.sac  having  been  completely  isolated  and  its  contents  replaced,  the  peritoneal  cavity 
is  closed  by  a few  fine  silk  mattre.ss  sutures,  sometimes  by  a continuous  suture. 
The  .sac  is  'cut  away  close  to  the  sutures.  The  cord  in  its  reduced  form  is  raised 
on  a hook  out  of  the  wound,  to  facilitate  the  introduction  of  the  six  or  eight  quilt 
sutures,  which  pass  through  the  aponeurosis  of  the  external  oblique,  and  through 
the  internal  oblique  and  transversalis  muscles  and  transversalis  fascia  on  the  one 
hand,  and  through  the  transversalis  fascia  and  Poupart’s  ligament  and  fibres  of  the 
aponeurosis  of  the  external  oblique  on  the  other.  The  two  outermost  of  the  deep 
quilt  sutures  pass  through  muscular  tissues,  and  the  same  tissues  on  both  sides  of 
the  wound.  They  are  the  most  important  sutures,  for  the  transplanted  cord  passes 
out  between  them.  If  placed  too  close  together,  the  circulation  of  the  cord  might 
be  imperilled,  and  if  too  far  apart  the  hernia  might  recur.  They  should,  however, 
be  near  enough  to  each  other  to  grip  the  cord.  The  precise  point  to  which  the 
cord  is  transplanted  depends  upon  the  condition  of  the  muscles  at  the  internal 
abdominal  ring.  If  in  this  situation,  they  are  thick  and  firm,  and  present  broad 
raw  surfaces,  the  cord  may  be  brought  out  here.  But  if  the  muscles  are  attenuated 
at  this  point,  and  present  their  cut  edges,  the  cord  is  transplanted  farther  out. 
The  skin  wound  is  brought  together  by  an  uninterrupted  suture,  which  is  with- 
drawn after  two  or  three  weeks.  The  transplanted  cord  lies  on  the  aponeurosis 
of  the  external  oblique,  and  is  covered  by  skin  only.” 

Choice  of  operatmi. — The  foregoing  are  the  three  chief  methods  of  dealing 
with  the  inguinal  canal.  We  very  seldom  use  Halsted’s  method  but  we  employ 
the  others  according  to  circumstances.  In  young  children  with  quite  strong 
muscles  we  do  not  interfere  with  the  deeper  muscles  at  all ; in  adults  with 
small  hernite  and  fairly  strong  muscles  we  generally  employ  Macewen’s 
method ; whereas  in  older  people,  or  when  the  canal  is  widely  dilated  and 
the  muscles  feeble,  we  prefer  Bassini’s  operation.  In  every  case  the  external 
ring  should  be  diminished  sufficiently  to  just  allow  the  cord  to  emerge  without 
pressure  on  the  veins  which  may  be  removed  as  in  Halsted’s  operation  if  it 
be  desired  to  suture  the  external  ring  very  completely. 

^See  Jolms  Hopkins  Hosp.  Rep.,  Vol.  II.;  Siirg.  Fasciculus,  No.  i ; Ann.  of  Surgery, 
1893,  Vol.  I.,  p.  542. 
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Kic.  119.— Hai.sthd's  Radicai.  Cukk  of  Inouinai.  Hfknia  (.ifter  Rloodgooil)- 
The  operation  is  described  fully  in  the  text  (see  p.  448).  /)  shows  the  exposure  of  tlie 

sac  and  the  line  of  incision  of  the  internal  oblique  and  transversalis  C shows  the  removal 
of  the  speimatic  veins,  while  IS  shows  the  method  of  passing  the  sutures. 
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Fairly  thick  catgut  is  a good  material  for  the  neck  of  the  sac  while  we 
usually  employ  silk  for  bringing  the  walls  of  the  canal  together  as  it  remains 
unchanged  longer  and  seldom  causes  trouble  ; some  surgeons  use  kangaroo 
tendon  or  thick  chromicised  catgut.  I'he  probability  is  that  the  stitches 
themselves  do  not  hold  very  long  because  there  must  be  some  pull  upon 
them  and  they  are  almost  sure  to  get  loose.  The  effect  of  the  operation  is 
rather  to  produce  adhesion  between  the  adjacent  surfaces  of  the  internal  and 
the  external  oblique,  than  any  firm  union  of  the  edge  of  the  internal  oblique 
and  transversalis  to  Poupart’s  ligament,  ^^'e  do  not  therefore  think  that  the 
material  for  the  sutures  is  of  great  importance.  For  the  external  oblique  we 
now  usually  employ  chromicised  catgut ; at  one  time  we  used  silkworm  gut, 
but  this  is  non-absorbable  and  its  sharp  ends  prick  the  patient  and  it  is 
especially  troublesome  when  a truss  is  necessary  subsequently.  For  the  same 
reason  silver  wire  is  quite  unsuitable. 

The  following  are  the  steps  of  the  operation  we  perform  for  radical 
cure  of  an  oblique  inguinal  hernia  in  an  adult.  The  thigh  is  flexed  and 
abducted  and  the  parts  thoroughly  shaved  and  disinfected  in  the  usual 
manner.  It  is  most  important  to  have  the  male  genitals  kept  out  of  the 
way  and  the  simplest  plan  is  to  fasten  the  prepuce  to  the  skin  of  the  opposite 
thigh  with  a stitch ; sterilised  towels  may  then  be  arranged  to  cover  them. 
When  this  seems  undesirable  a sterilised  sheet  of  fairly  thick  lead  may  be 
moulded  over  the  organs  which  are  thus  kept  out  of  the  way  by  the  weight 
of  the  lead,  over  which  the  towels  are  placed.  A curved  incision  with 
its  convexity  upwards  is  made  with  its  extremities  lying  just  over  Poupart’s 
ligament,  the  lower  near  the  symphysis  pubis  and  the  upper  above  the  centre 
of  the  ligament,  so  as  to  turn  down  a flap  which  will  prevent  the  line  of 
incision  corresponding  to  the  line  of  suture  of  the  muscles;  the  curve  should 
be  a good  bold  one  so  as  to  expose  the  whole  of  the  parts  concerned  well 
above  and  outside  the  internal  ring  (see  Fig.  it 8).  This  is  deepened  until 
the  external  oblique  is  exposed,  when  the  flap  is  peeled  well  down  so  as  to 
expose  the  whole  area  and  part  of  the  fascia  lata  below  Poupart’s  ligament. 
The  finger  is  hooked  underneath  the  cord  and  its  coverings  just  outside  the 
external  abdominal  ring,  the  external  spermatic  fascia  is  divided  from  its 
attachment  to  the  margins  of  the  former  and  the  external  oblique  is  separated 
from  the  cord  and  the  internal  oblique  by  sweeping  first  the  handle  of  the 
knife  and  then  the  finger  between  the  two  structures. 

A longitudinal  incision  is  now  made  through  the  external  spermatic  and 
cremasteric  fasciae,  the  constituents  of  the  cord  are  spread  out  and  the  sac, 
which  forms  a whitish  band  running  down  the  centre  and  in  front  of  the 
vas,  is  identified.  The  part  of  the  sac  most  readily  recognised  is  its  lower 
edge  and  when  this  is  found  the  fascial  structures  are  divided  down  to  it, 
its  margin  is  seized  and,  with  the  finger  and  the  handle  of  the  knife,  it  is 
easily  stripped  up  from  the  constituents  of  the  cord ; a good  plan  is  to  seize 
the  lower  end  in  a pair  of  Spencer  Wells  forceps,  pull  it  forwards  and 
steady  it  while  it  is  being  isolated  well  up  beyond  the  neck.  The  assistant 
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takes  charge  of  the  vas  and  the  other  constituents  of  the  cord.  When  the 
neck  of  the  sac  is  thoroughly  cleared,  the  finger  is  pushed  up  between  the 
peritoneum  and  the  abdominal  muscles  so  as  to  form  a bed  into  which 
the  sac  or  its  stump  will  be  received. 

The  ne.\t  point  is  whether  the  external  ring  .shall  be  slit  up  (see  p.  442). 
In  voitng  adults  who  have  only  a small  hernia  and  strong  muscles  we  leave 
this  structure  untouched  and  proceed,  after  opening  the  sac  and  ascertaining 
that  it  is  empty,  to  twist  it  and  push  it  up  into  the  bed  formed  for  it 
(^'ide  siipi-a).  On  the  other  hand  7vhen  the  Im-nia  is  large  and  the  muscles 


Fig.  120. — Method  of  dealing  with  the  neck  of  the  sac  after  LUiATUKE. 
The  ends  of  the  ligatures  upon  the  neck  of  the  sac  are  threaded  in  turn  upon  a naivus 
needle  and  carried  through  the  abdominal  wall  as  shown  in  the  figure.  When  the  two 
threads,  which  are  brought  out  close  together,  are  tied,  the  neck  of  the  sac  is  drawn  up 
well  above  and  to  the  outer  side  of  the  internal  ring  (.see  also  Fig.  115) 


arc  weak,  it  is  evident  that  some  repair  of  the  canal  is  necessary  and  we 
slit  up  the  external  ring  by  nicking  its  upper  end  and  separating  the 
tendinous  fibres  with  the  finger  until  the  internal  ring  is  freely  displayed. 
'I'he  pillars  of  the  ring  are  firmly  retracted.  When  the  external  ring  has 
Ijeen  slit  up  it  is  best  to  transfix,  ligature,  and  cut  away  the  sac.  I’he 
ends  of  the  ligature  are  left  long,  threaded  in  turn  on  a ntevus  needle  which 
is  guided  by  the  forefinger  of  the  left  hand  pushed  into  the  bed  formed 
behind  the  transversalis,  and  carried  through  the  abdominal  muscles  from 
behind  forwards  about  an  inch  above  and  to  the  outer  side  of  the  internal 
ring.  'I'he  ends  of  the  ligature  are  now  pulled  tight,  tied  and  cut  short 
(see  Fig.  120). 
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In  the  cases  in  which  the  sac  is  twisted  its  neck  is  seized  between  the 
finger  and  thumb  of  the  left  hand  and  the  fundus  is  grasped  in  Spencer 
AVells  forceps  and  is  twisted  up  until  it  forms  a little  knot,  when  it  is  pushed 
up  into  its  bed  beneath  the  transversalis  and  left. 

After  the  sac  has  been  disposed  of  in  one  of  these  ways,  the  repair  of 
the  canal  is  undertaken.  \Vhen  we  do  not  consider  it  necessary  to  slit  up 
the  external  ring  and  the  muscles  are  strong  we  do  not  generally  do  anything 
to  the  canal.  When  however  it  is  advisable  to  diminish  its  width  we  employ 
either  Macewen’s  (see  p.  445)  or  Bassini’s  plan  (see  p.  446).  In  either  we 
use  silk  mattress  sutures  as  advocated  by  Macewen.  When  we  employ 
Macewen’s  method  we  vary  his  procedure  slightly.  After  the  suture 

has  been  inserted  through  the  conjoined  tendon  in  the  ordinary  manner, 
the  needle  is  threaded  with  one  of  the  free  ends  and  passed  beneath 
Poupart’s  ligament,  brought  forwards  through  the  fascia  of  the  thigh, 
unthreaded  and  withdrawn,  after  which  the  other  end  is  threaded  into  it  and 
it  is  passed  about  an  inch  lower  down  through  the  fibres  of  the  external 
oblique  tendon  just  above  the  ligament.  When  the  two  ends  of  the  ligature 
are  tied,  the  edge  of  Poupart’s  ligament  lies  in  the  loop  of  the  stitch  and 
the  result  seems  to  us  more  satisfactory  than  when  both  ends  are  passed 
through  the  ligament  itself.  In  passing  the  ligatures  it  is  most  important 
to  see  that  nothing  but  the  conjoined  tendon  is  taken  up ; it  has  happened 
that  the  bladder  has  been  perforated  by  the  ligature  from  imperfect  clearing 
of  the  posterior  .surface  of  the  tendon. 

The  external  oblique  is  then  united  by  interrupted  sutures,  the  external 
ring  being  diminished  in  size  to  the  required  extent,  the  bleeding  is 
arrested,  the  flap  stitched  by  a continuous  suture  and  the  operation  is 
complete.  In  very  fat  subjects  we  put  a small  drainage  tube  in  the  upper 
angle  of  the  wound  for  two  days  to  avoid  accumulation  of  serum  ; in  the 
great  majority  no  drain  is  necessary.  To  approximate  the  deeper  parts  we 
usually  employ  sponges  incorporated  in  the  dressing  (see  Part  I.,  p.  170). 
'I'he  bandage  is  a double  spica  and  we  usually  apply  a broad  piece  of  elastic 
webbing  outside  the  first  dressing  to  act  as  a support  to  the  operation  area 
and  also  to  reinforce  the  sponge  pressure.  The  elastic  bandage  is  applied 
outside  the  ordinary  bandage  as  shown  in  Fig.  121.  If  the  dressing  become 
soiled,  or  there  be  excessive  bleeding,  it  should  be  removed,  and  usually  at 
any  time  after  the  first  two  days  a collodion  dressing  and  a pad  of  salicylic 
wool  outside  can  be  applied.  To  prevent  the  dressing  being  soiled  with 
urine  in  the  male  we  take  a piece  of  jaconet  with  a hole  in  it  for  the  penis 
and  fasten  it  over  the  lower  edge  of  the  dressing  so  that  any  urine  is  caught 
by  it ; it  must  not  however  extend  too  high  as  otherwise  it  prevents  the  drying 
of  the  deeper  dressings  which  is  important  for  healing. 

In  very  young  children  it  is  best  to  fix  on  the  first  dressing  with  collodion. 
This  diminishes  the  risk  of  soiling  and,  if  the  child  be  turned  over  to  pass 
water,  there  is  little  risk  of  soiling  the  dressing  which  in  any  case  is  readily 
enewed.  We  usually  keep  our  patients  in  bed  for  three  weeks  after  the 
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operation  and  for  the  first  few  days  after  they  are  up  they  feel  more  com- 
fortable if  they  have  the  support  of  a firm  calico  or  elastic  bandage  over  a 
pad  of  wool,  but  this  should  be  given  up  in  a week  or  two.  No  truss  or 
support  of  any  kind  should  be  worn  after  a radical  cure  operation ; we  con- 
sider this  an  extremely  important  point,  the  contravention  of  which  is  in  our 
opinion  one  of  the  chief  causes  of  failure.  Support  is  quite  unnecessary 


Fk;.  I2I. — Mivnioi)  of  F^mfloylng  Klastic  Pressure  to  keer  I.)rf.ssin(;s  in 
POSITION.  The  sketch  shows  a front  view  of  ihe  dressings  we  usually  apply  after  hernia 
operations,  and  illustrates  the  method  of  applying  the  elastic  webbing  ; this  is  stretched 
fairly  tight  and  is  still  further  prevented  from  slipping  by  the  safety  pins  shown  in  the 
figure. 


unless  indeed  the  patient  has  a bad  cough,  when  an  clastic  spica  is  ])referable 
to  a truss  because  truss  pressure  however  light  leads  to  softening  and  thinning 
of  the  cicatricial  tissue  and  so  to  failure  of  the  operation.  When  however  the 
operation  has  been  done  simply  to  effect  the  reduction  of  the  hernia  with 
the  view  of  enabling  the  patient  to  wear  a truss  the  case  is  different.  'I'he 
patient  is  kept  on  a fluid  diet  for  two  or  three  days  and  a saline  purge 
is  given  at  the  end  of  the  .second  day.  If  there  be  much  flatulence  before 
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that  time,  washing  out  the  rectum  with  a warm  water  enema  will  probably 
relieve  it  effectually. 

Complications. — The  most  important  complication  occurring  during  the 
treatment  of  the  case  is  suppuration,  which  takes  place  very  occasionally  and 
varies  according  to  the  method  of  the  operator  and  is  generally  attributed  to 
faulty  disinfection  of  the  deep  stitches.  This  may  be  so,  but  we  are  by  no 
means  sure  that  the  infection  is  not  equally  if  not  more  often  due  to  incom- 
plete disinfection  of  the  skin  or  some  faulty  manipulation  on  the  part  of  the 
surgeon  or  his  assistants.  However  that  may  be,  suppuration  after  radical 
cure  very  seriously  interferes  with  the  result  of  the  operation.  Separation  of 
the  stitches  takes  place  in  practically  all  cases  where  suppuration  occurs,  and 
the  wound  does  not  heal  until  this  has  happened  ; as  this  may  take  a long 
time  the  inguinal  canal  is  infiltrated  with  inflammatory  cells  and  converted 
into  a cicatricial  tissue  which  yields  gradually  before  the  weight  of  the 
abdominal  contents.  Hence  the  sooner  the  septic  stitches  are  removed  the 
better,  and  we  would  advise  that,  whenever  the  accident  has  occurred,  the 
wound  should  be  opened  up,  either  by  turning  aside  the  original  flap  or,  in 
some  cases  better,  by  a second  smaller  incision  over  Poupart’s  ligament,  so  as 
to  expose  the  lower  end  of  the  deep  stitches  which  are  found  and  removed  ; 
in  this  way  much  time  is  saved. 

It  sometimes  happens  that,  long  after  the  wound  has  healed  and  the 
patient  has  been  about,  a small  vesicle  forms  in  the  scar  and  leaves  a sinus 
leading  down  to  a stitch ; this  has  happened  even  many  months  after  the 
operation  and  the  sinus  will  not  heal  until  the  stitch  concerned  has  escaped 
or  has  been  removed.  The  cause  of  this  is  not  quite  clear.  It  may  be  some 
peculiar  quality  of  silk  or  it  may  be  due  to  some  slow-growing  non-pyogenic 
organism  introduced  along  with  the  silk  at  the  operation,  or  again  it  is 
conceivable  that  the  tissues  around  the  stitch  become  infected  from  the  blood 
at  a later  period  when  the  patient’s  resisting  power  is  not  good.  Fortunately 
in  our  e.xperience  at  any  rate,  this  is  an  e.xcessively  rare  occurrence  and  need 
not  be  taken  into  consideration. 

CONGENITAL  REDUCIBLE  INGUINAL  HERNIA.  — -This  forms 
a very  important  group  and  in  practice  we  find  two  chief  conditions  ; in 
one  the  testicle  is  in  its  normal  position  and  there  is  a patent  canal  from 
the  abdomen  to  the  bottom  of  the  tunica  vaginalis,  and  in  the  other  the 
testicle  is  only  partially  descended.  The  so-called  “ infantile  hernia  ” does 
not  complicate  the  operation  for  radical  cure;  it  simply  means  that  the 
surgeon  has  to  do  an  operation  for  hydrocele  as  well  as  the  radical 
cure. 

(a)  The  treatment  when  the  testicle  is  in  the  scrotum. — ^Ve  have 
already  dealt  with  trusses  for  these  cases  and  with  the  time  at  which  a radical 
cure  should  be  performed  (see  p.  440).  The  early  steps  of  the  radical  cure 
are  similar  to  those  for  ordinary  oblique  inguinal  hernia  (see  p.  450)  up  to 
the  division  of  the  external  spermatic  fascia.  The  white  band  that  the 
open  funicular  process  forms  among  the  structures  of  the  cord  should  be 
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gradually  defined  and  dive.sted  of  the  surrounding  fascia.  In  order  to  make 
sure  of  its  nature  a small  incision  should  be  made  into  it  and  its  interior 
explored  for  a communication  with  the  abdomen  by  a probe  or  with  the 
finger.  In  these  cases  the  vas  is  much  more  intimately  connected  with  the 
wall  of  the  sac  and  is  more  difficult  to  separate  than  in  the  ordinary  form 
and  care  must  be  taken  not  to  injure  it  as  it  is  very  fragile  in  children. 
The  best  plan  is  to  strip  the  structures  off  the  sac  with  a fine  dissector 
until  the  probe  end  of  the  dissector  can  be  pushed  between  the  vas  and 
the  wall  of  the  sac ; then  it  is  easy  to  strip  it  off. 

It  is  well  to  slit  up  the  external  ring  so  as  to  see  the  neck  of  the  sac 
and  its  relation  to  the  vas.  The  funicular  process  should  be  cleared  down 
to  the  testicle,  which  is  readily  pulled  up  out  of  the  scrotum  during  the 
manipulations  so  that  there  is  no  necessity  for  extending  the  incision  down. 
The  process  should  be  divided  just  above  the  testicle.  Many  surgeons 
advise  that  the  lower  end  of  the  process  should  be  closed  by  a continuous 
suture  so  as  to  form  a tunica  vaginalis ; in  our  experience  this  has  sometimes 
been  followed  by  a hydrocele  and  we  always  leave  it  open.  The  rest  of 
the  operation  is  similar  to  that  already  described  for  an  ordinary  radical 
cure  (see  p.  452). 

(b)  The  treatment  when  there  is  imperfect  descent  of  the  testicle. — 
Here  the  operation  is  more  difficult  as,  in  addition  to  the  radical  cure  of  the 
hernia,  the  testicle  must  be  brought  into  its  natural  position  in  the  scrotum. 
In  the  few  instances  in  which  this  is  found  impossible  the  operation  is 
much  simplified  by  castration,  but  in  our  experience  the  testicle  may  be 
brought  into  the  scrotum  in  the  great  majority  of  cases,  as  will  be  fully 
described  in  connection  with  undescended  testicle.  The  radical  cure  of 
the  hernia  is  in  all  essentials  similar  to  that  just  described,  but  extra  care 
must  be  taken  not  to  injure  the  vas,  which  will  be  found  on  the  outer  wall 
of  the  .sac  and  very  tortuous  towards  the  lower  end ; it  is  easily  divided 
in  cutting  off  the  sac  close  to  the  testicle  unless  great  care  be  taken  to  trace 
it  to  its  origin. 

DIRECT  REDUCIBLE  INGUINAL  HERNIA.  — This  is  a much 
more  difficult  and  more  unsatisfactory  form  of  hernia  in  which  to  do  a 
radical  cure.  'The  sac  comes  down  internal  to  the  deep  epigastric  artery, 
either  pushing  before  it  the  conjoined  tendon  or  pa.ssing  through  a space  in 
it.  'The  cases  usually  occur  in  oldish  people  and  the  neck  of  the  sac  is 
usually  so  broad  that  it  cannot  be  well  treated  by  twisting  or  ligature.  The 
neck  of  the  .sac,  i.e.  the  peritoneum  forming  the  floor  of  the  lower  part  of  the 
inguinal  canal,  .should  be  thoroughly  cleared,  and  inspected  to  see  that  it  is 
not  adherent  to  the  bladder  at  the  inner  side.  The  sac  is  then  opened,  the 
contents  returned,  the  sac  cut  away  and  the  peritoneal  cavity  closed  by 
a fine  continuous  catgut  suture. 

It  is  necessary  here  to  close  the 'canal  and  this  is  best  done  in  our 
opinion  by  Halsted’s  operation  (see  p.  448),  which  enables  the  posterior 
wall  of  the  canal  and  al.so  the  external  obliciue  to  be  closed  over  the  whole 
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region  ; Bassini’s  operation  (see  p.  446)  is  probably  the  next  best.  The 
probability  is  that  the  wound  may  bulge  subsequently  and  the  patient 
may  have  to  wear  a truss,  but  this  should  not  be  commenced  until  bulging 
has  actually  taken  place ; we  have  had  quite  a number  of  cases  in  which  no 
truss  has  been  necessary. 

INTERSTITIAL  HERNIA.  — Here  the  sac  passes  upwards  behind 
or  between  the  abdominal  muscles.  In  some  cases  the  sac  turns  up  at 
the  internal  ring  and  lies  entirely  in  the  substance  of  or  behind  the  abdominal 
wall,  in  others  it  has  two  projections,  one  extending  downwards  along  the 
canal  and  forming  a bubonocele,  while  at  the  neck  there  is  a diverticulum 
running  up  in  front  of  the  peritoneum. 

Radical  cure  is  really  called  for  here  more  frequently  than  in  the  ordinary 
hernise,  because  the  neck  of  the  sac  is  bent  and  strangulation  is  very  apt  to 
occur.  A truss  is  very  inadvisable  because  it  is  by  no  means  easy  to  be  sure 
that  the  contents  have  been  all  returned. 

d'he  operation  is  practically  the  same  as  that  already  described  (see 
p.  450).  AVhen  there  is  no  bulging  in  the  inguinal  canal  the  external  oblique 
must  be  slit  up  to  expose  the  internal  ring  and  the  sac  is  found  projecting 
upwards  behind  the  abdominal  wall.  It  is  pulled  down  and  treated  in  the 
usual  manner  (see  p.  442) ; there  is  generally  no  necessity  for  putting  stitches 
in  the  canal  except  to  close  the  slit  in  the  external  oblique.  When  part  of 
the  sac  is  in  the  inguinal  canal,  the  operation  is  more  easy  because,  as  the 
main  sac  is  cleared  and  pulled  on,  the  diverticulum  behind  the  muscles 
becomes  exposed.  In  these  cases  Bassini’s  method  (see  p.  446)  may  be 
used  with  advantage. 

IRREDUCIBLE  INGUINAL  HERNIA.— Here  the  operation  is 
quite  similar  to  that  described  above  (see  p.  450),  but  in  all  cases  it  will 
be  necessary  to  slit  up  the  external  oblique,  so  as  to  have  the  entire  sac 
exposed.  The  latter  is  opened  and  any  adhesions  are  carefully  divided  or 
torn  through ; any  oozing  point  should  be  clamped  and  tied.  Tbe  separation 
proceeds  until  the  omentum  is  absolutely  freed  and  it  is  possible  to  pull 
down  healthy  omentum  in  all  directions.  There  are  generally  only  a few 
tags  adherent  and  after  separating  these  there  is  no  difficulty  in  returning 
the  omentum  into  the  abdomen ; the  subsequent  proceedings  are  similar 
to  those  already  described. 

In  long-standing  cases,  however,  the  omentum  is  not  only  adherent  but 
much  altered  and  its  return  into  the  abdomen  is  difficult  and  inadvisable. 
Therefore,  after  clearing  all  the  adhesions,  the  omentum  is  pulled  down 
until  the  normal  portion  is  seen  and  then  the  thickened  part  is  ligatured 
in  sections  (see  Fig.  91)  and  the  stump  returned,  care  being  taken  not  to 
remove  it  nearer  to  the  colon  than  one  inch.  The  finger  is  pushed  up  into 
the  abdomen  to  see  that  the  stump  is  clear  of  the  internal  ring,  as  otherwise 
adhesions  may  form  and  inconvenience  the  patient  afterwards.  AWien  the 
intestine  or  other  structures  are  adherent  to  the  sac  the  lines  laid  down  on 
p.  465  must  be  followed.  'When  the  neck  of  the  sac  has  been  torn  in 
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separating  the  adhesions  its  closure  must  be  either  by  ligature  if  possible,  or 
the  sac  must  be  cut  clean  away  and  a continuous  suture  made  to  unite  the 
edges  of  the  peritoneum.  In  these  cases  it  is  always  necessary  to  repair  the 
canal  and  this  should  be  done  by  Bassini’s  method  (see  p.  446). 

As  regards  the  ohsiriicted,  inflamed  or  stra?igu/ated  forms  of  oblique 
inguinal  hernia,  there  is  nothing  to  add  to  what  has  already  been  said  (see 
Chap.  XXII.).  When  ta.xis  is  performed  for  inguinal  hernia  the  thigh  should 
be  flexed  to  a right  angle  and  rotated  inwards ; full  details  will  be  found 
on  p.  429. 

In  the  text-books  instructions  are  given  to  divide  the  neck  of  the  sac  or 
the  internal  ring  directly  upwards  in  cases  of  strangulated  hernia.  As  a 
matter  of  fact,  while  the  relation  of  the  deep  epigastric  artery  to  the  neck 
of  the  .sac  is  a very  important  point  to  bear  in  mind,  we  always  slit  up 
the  external  ring  in  all  cases  of  strangulated  hernia  and  so  we  have  the 
neck  of  the  sac  freely  exposed  before  us,  and  this  obviates  all  risk  of 
injuring  the  vessel  wherever  it  be.  Moreover  we  have  never  found  it 
necessary  to  nick  the  muscles ; we  have  always  found  the  stricture  in 
the  neck  of  the  sac  and  division  of  the  latter  followed  by  stretching  the 
ring  with  the  fingers  has  always  rendered  reduction  easy. 


FEMORAL  HERNIA. 

This  form  of  hernia  descends  through  the  femoral  canal  on  the  inner 
side  of  the  femoral  vein  and  pushes  before  it  in  its  descent  the  sub-peritoneal 
fascia,  the  septum  crurale,  the  sheath  of  the  femoral  vessels  and  the  cribri- 
form fascia.  These  structures  are  seldom  sharply  marked  off  from  one 
another,  and  there  is  often  much  fat  among  them,  so  that  the  sac  may  lie 
in  the  midst  of  a projecting  fatty  mass  and  may  be  difficult  to  find,  especially 
when  empty.  After  emerging  from  the  saphenous  opening  the  hernia  as  it 
enlarges  travels  upwards  to  Poupart’s  ligament  and  outwards  over  the 
femoral  vessels ; this  is  important  to  remember  in  attempting  reduction. 
Femoral  hernia  generally  occurs  in  adults  and  is  very  rare  before  puberty. 
It  is  more  common  in  women  and  is  the  commonest  form  of  hernia  in 
that  sex.  When  it  becomes  strangulated  the  constriction  is  usually  in  the 
neck  of  the  sac,  but  in  a large  and  much  distended  hernia  the  neck  is 
[)ressed  firmly  against  the  edge  of  Gimbernat’s  ligament  and  mere  division 
of  the  former  will  not  always  allow  the  hernia  to  be  reduced.  Gimbernat’s 
ligament  does  such  severe  injury  to  the  neck  of  the  hernia  that  gangrene 
is  more  common  and  occurs  earlier  than  in  any  other  form  of  hernia. 

REDUCIBLE  AND  SIMPLE  IRREDUCIBLE  FEMORAL 
HERNIA. — The  hernite  may  be  reducible  or  irreducible  and  of  the  latter 
there  are  the  various  forms  already  spoken  of  (see  p.  426).  'I'he  treatment 
of  both  the  reducible  and  the  simple  irreducible  forms  is  either  by  truss 
or  by  operation.  In  simple  irreducible  hernia  a truss  often  causes  so  much 
pain  that  operative  interference  becomes  imperative. 
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Trusses. — The  truss  most  generally  employed  in  femoral  hernia  is 
the  form  resembling  the  inguinal  variety  except  that  the  pad  is  bent  at  a 
more  marked  angle  to  the  spring  and  that  there  is  no  perineal  band. 
The  measurements  which  should  be  sent  to  the  instrument  maker 
are  the  .same  as  for  the  inguinal  variety  except  that  . the  .saphenous 
opening  should  form  the  starting-point  and  termination  of  the  pelvic 
measurement  instead  of  the  external  abdominal  ring.  Nothing  need  be 
added  to  the  remarks  made  on  p.  439  concerning  the  management  and 
application  of  the  truss.  In  reducing  the  hernia  the  thigh  should  be  flexed 
and  strongly  rotated  inwards,  the  neck  of  the  sac  drawn  directly  down- 
wards and  pressure  exerted  upon  the  hernia  at  first  downwards  and  inwards 
and  finally  directly  upwards. 

Radical  cure. — The  radical  cure  of  femoral  hernia  is  not  nearly  so 
satisfactory  as  that  of  the  inguinal  form,  but  at  the  same  time  in  patients 
under  the  age  of  forty  it  is  best  to  perform  it  as  they  often  suffer  much 
pain  from  the  truss,  while  the  hernia  is  almost  always  irreducible  and  the 
radical  cure,  whether  it  enables  the  patient  to  do  without  a truss  or  not, 
at  any  rate  allows  the  truss  to  be  applied  without  any  pain  or  risk  of 
injury  to  the  sac  or  the  contents. 

In  femoral  hernia,  besides  obliterating  the  neck  of  the  sac,  it  is  neces- 
sary to  do  something  to  reduce  the  size  of  the  femoral  canal,  as  otherwise 
recurrence  takes  place  apparently  invariably.  Unlike  the  inguinal  canal, 
the  femoral  is  not  bounded  by  activ^e  muscular  fibres  which  close  it  every 
time  the  muscles  contract,  but  is  a rigid  tube  surrounded  by  fibrous  tissue. 

In  order  to  deal  with  the  canal  various  methods  have  been  introduced 
which  may  be  grouped  into  three  classes  according  to  their  guiding  principle. 
In  the  first  the  lower  end  of  the  canal  is  closed  by  occluding  the  saphenous 
opening,  in  the  second  the  canal  is  mechanically  plugged  by  a flap  of 
pectineus  muscle  and  fascia,  and  in  the  third  the  canal  is  occluded  at  its 
upper  end,  i.e.  on  its  intra-abdominal  aspect. 

1.  Bassini’s  operation,  which  is  a good  deal  employed,  aims  at  the  closure 
of  the  lower  end  of  the  crural  canal  by  silk  stitches  uniting  Poupart’s  ligament 
with  the  pectineal  fascia,  the  first  being  placed  near  the  spine  of  the  pubis  and 
the  others  further  outwards,  gradually  bringing  down  the  cribriform  fascia  over 
the  opening. 

2.  .Some  years  ago  we  devised  the  following  operation,^  which  has  for  its 
object  an  attempt  to  fill  up  the  crural  canal.  A curved  incision  is  commenced 
about  an  inch  above  the  spine  of  the  pubes,  and  curved  outwards  over  the 
outer  side  of  the  femoral  vessels  and  then  inwards  to  the  inner  side  of  the 
thigh.  This  carries  the  incision  away  from  sources  of  infection,  and  also 
enables  the  body  of  the  sac  to  be  cleared  without  trouble.  When  the  flap  is 
dissected  inwards  the  cribriform  fascia  is  exposed  ; the  next  step  is  to  define 
the  edge  of  the  falciform  ligament  and  detach  the  cribriform  fascia.  In  a 
stout  patient  a mass  of  sub-peritoneal  fat  is  next  met  with  which  must  be  very 

' .See  Lancet,  2nd  November,  1S92. 
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carefully  separated  and  in  the  upper  part  of  which  the  hernial  sac  will  be 
found.  'The  sac  must  be  cleared  well  up  to  its  point  of  e.xit  from  the  crural 
canal  and  should  then  be  opened  to  ascertain  whether  there  is  any  adherent 
omentum ; if  so,  it  must  be  detached  in  the  usual  manner. 

The  next  procedure  is  to  twist  or  ligature  and  remove  the  sac.  The  neck 
must  be  carefully  examined  to  see  whether  the  bladder  be  adherent  to  its  inner 
aspect  because  in  more  than  one  instance  a portion  of  it  has  been  included  in 
the  ligature  with  a fatal  result.  The  sac  if  twisted  is  pushed  up  well  inside  the 


A B 

Kig.  122. — Radical  Cuke  ok  Fe.mokal  Hkknia  uy  means  of  a Fi.ap  of  the 
Pectinkus  Muscle.  In  A the  neck  of  the  sac  has  been  drawn  upwards  .Tuay  from  the 
crural  rinj?  by  the  ligatures  around  its  neck  (a).  The  dotted  line  ,<hows  the  flap  that  is 
to  be  cut  from  the  pectineus  muscle  and  its  fascia  ; the  sutures  that  are  to  keep  it  in  place 
in  the  crural  canal  are  also  seen  in  place.  In  B the  pectineal  flap  is  seen  pulled  up  into 
the  crural  canal  ; it  is  secured  in  position  by  tying  the  ends  of  the  sutures  h'  b' , 


abdomen,  if  ligatured,  the  ends  of  the  ligatures  should  be  carried  through  the 
abdominal  wall  above  and  outside  the  femoral  canal  by  means  of  a neevus 
needle  so  as  to  pull  the  remainder  of  the  neck  of  the  sac  well  away  to  one 
side  (see  Fig.  122,  A).  Great  care  must  be  taken  to  avoid  any  stretching  or 
division  of  the  crural  canal,  or  of  (limbernat’s  ligament  itself  which  will 
militate  against  a real  radical  cure. 

'I'he  closure  of  the  canal  is  now  effected  by  first  clearing  the  fascia  covering 
the  pectineus  with  the  handle  of  the  knife  and  then  marking  out  a flap  of 
pectineal  fascia  and  its  subjacent  nurscle  of  sufficient  size  to  fill  u])  the  crural 
canal  without  any  tension,  after  allowing  for  retraction  of  the  divided  muscle 
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fibres.  The  incision  begins  on  the  inner  wall  of  the  crural  canal,  runs  for  a 
short  distance  parallel  to  Poupart’s  ligament  and  then  curves  downwards,  out- 
wards and  is  finally  carried  upwards  (see  Fig.  122,  A);  the  last  part  of  the 
incision  can  be  made  by  separating  the  muscular  fibres  with  the  handle  of  the 
knife  and  thus  the  femoral  vein  which  lies  alongside  of  it  will  escape  injury. 
The  greater  part  of  the  thickness  of  the  muscle  is  included  in  this  flap  which 
is  peeled  up  with  the  handle  of  the  knife,  and  special  care  must  be  taken  to 
see  that  its  pedicle  is  sufficiently  long  to  admit  of  its  being  pulled  well  up  into 
the  crural  canal.  At  the  lowest  angle  of  the  flap  two  stitches  are  passed  and 
one  end  of  each  is  left  long,  threaded  on  a naevus  needle  and  carried  up  the 
crural  canal  and  through  the  abdominal  wall  above  and  to  its  outer  side ; 
when  these  are  pulled  upon  the  flap  is  dragged  into  the  crural  canal  right  up 
to  the  upper  end  ; if  there  be  any  difficulty  in  getting  it  up  it  may  be  packed 
in  with  the  handle  of  the  knife  {see  Fig.  122,  B).  The  stitch  is  then  tied 
and  the  operation  is  completed  by  inserting  two  or  three  stitches  between  the 
edge  of  the  cribriform  fascia  and  the  muscular  fibres  and  the  periosteum 
behind.  It  is  vvell  to  introduce  a small  drainage  tube  for  two  days  at  the 
lower  angle  of  the  wound  as  there  is  often  considerable  serous  oozing. 

3.  An  attempt  has  recently  been  made  to  close  the  upper  part  of  the  canal 
by  turning  in  the  lower  part  of  the  tendon  of  the  external  oblique  at  its  junc- 
tion with  Poupart's  ligament, ^ and  interposing  a sheet  of  fascia  as  a barrier 
across  the  upper  opening  of  the  crural  canal.  Mr.  Battle  speaks  favourably 
of  the  method  in  the  cases  in  which  he  has  tried  it  but  we  have  not  yet  had 
an  opportunity  of  employing  it. 

STRANGULATED  FEMORAL  HERNIA.— The  operation  for 
strangulated  femoral  hernia  is  essentially  the  same  as  for  the  inguinal  form 
(see  p.  457),  but  here  it  is  seldom  possible  to  reduce  the  bowel  without  nick- 
ing Gimbernat’s  ligament,  which  should  be  done  in  a direction  upwards  and 
inwards. 

When  the  hernia  is  gangrenous  and  requires  excision,  this  is  better  done 
from  a fresh  abdominal  incision  than  from  the  wound  in  the  thigh.  It  is  very 
difficult  to  bring  down  enough  of  the  gut  through  the  crural  canal  to  mani- 
pulate properly  and,  if  ifny  artificial  aid  to  anastomosis  has  to  be  employed,  the 
loop  cannot  be  got  back  again  without  very  dangerous  pressure.  The  original 
skin  incision  should  be  prolonged  upwards,  the  inguinal  canal  opened  and  the 
intestine  exposed  as  it  enters  the  crural  canal.  The  strangulated  loop  can 
then  be  drawn  out  of  the  abdomen  through  this  opening  but  care  must  be 
taken  to  pack  it  all  round  so  as  not  to  soil  the  peritoneum  in  drawing  the 
hernia  out.  It  is  usually  easier  to  pull  the  hernia  out  from  above  than  to  push 
it  back  from  below. 

Femoral  hernia  rapidly  becomes  gangrenous  when  strangulated  and  it  will 
often  be  necessary  merely  to  open  the  bowel  and  form  an  artificial  anus,  which 
may  be  closed  afterwards  (see  p.  469),  but,  if  the  patient’s  condition  be  good, 
it  is  best  to  try  to  restore  the  continuity  of  the  intestine  at  once. 

^ See  Lancet,  1901,  vol.  i.,  p.  302. 
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UMBILICAL  HERNIA. 

Umbilical  hernia  is  a protrusion  of  some  of  the  abdominal  contents  through 
the  umbilicus  or  an  opening  in  its  immediate  vicinity.  In  infantile  hernia 
the  protrusion  is  directly  through  the  umbilicus.  In  adults  the  opening 
is  supposed  to  occur  through  the  space  through  which  the  umbilical  vein 
originally  passed,  although  some  surgeons  hold  that  the  opening  is  really  in 
the  abdominal  wall  above  the  exit  of  the  cord.  The  coverings  of  an  umbilical 
hernia  are  peritoneum,  fascia  and  skin.  The  sac  always  contains  omentum, 
usually  with  the  colon  and  sometimes  also  with  small  intestine. 

In  the  herniee  of  adults  there  are  almost  invariably  adhesions  between 
the  contents  and  the  sac,  the  omentum  being  often  so  adherent  that  it  is 
practically  impossible  to  separate  it  from  the  sac.  Intestine  may  also  be 
adherent  to  the  sac  wall  or  to  the  omentum,  and  the  separation  of  the 
various  constituents  of  an  irreducible  umbilical  hernia  is  often  a matter 
of  e.xtreme  difficulty,  and  is  sometimes  impossible.  These  hernite  are 
very  liable  to  become  the  seat  of  obstruction  or  strangulation ; the 
strangulation  occurs  either  at  the  point  of  exit  through  the  umbilicus  or 
beneath  bands  or  through  holes  in  the  omentum.  The  latter  point 
should  be  carefully  borne  in  mind,  and  in  strangulated  cases  the  surgeon 
should  not  be  content  with  reducing  the  contents  of  the  sac  as  a whole  ; 
they  must  be  opened  out  to  see  whether  there  is  strangulation  within 
the  omentum.  The  omentum  is  much  thickened,  either  by  deposit  of 
fat  or  by  inflammatory  exudation,  and  it  is  practically  impossible  to 
return  the  greater  part  of  it  into  the  abdominal  cavity. 

TREATMENT  . — It  will  be  best  to  consider  the  treatment  (a)  in 
infants  and  young  children,  (l>)  in  adults,  and  (c)  in  old  age. 

Umbilical  hernia  in  young  children. — Here  the  protrusion  is  usually 
through  the  true  umbilical  opening,  and,  unless  the  case  be  neglected, 

it  seldom  attains  any  great  size ; it  is  remarkable  that,  if  the  hernia  be 

well  looked  after,  there  is  a strong  tendency  to  closure  of  the  opening 
without  operative  interference. 

Trusses. — The  aim  of  the  surgeon  is  to  apply  an  efficient  truss 
from  the  time  that  the  hernia  first  appears,  which  is  generally  during 
the  first  few  weeks  of  life.  During  the  early  period  the  best  arrangement 
is  a pad  fi.xed  over  the  umbilicus  by  strapping;  this  pad  should  be  quite 
flat  and  without  any  knob  projecting  into  the  opening  as  is  so  commonly 

found  ’ in  pads  bought  at  the  instrument-maker’s.  A pad  of  the  latter 

kind  may  retain  the  hernia,  but  it  will  prevent  the  closure  of  the  opening. 
In  infants  home-made  pads  are  quite  sufficient.  A flat  piece  of  block 
tin  about  the  size  of  half-a  crown  is  covered  first  with  strapping  and 
then  with  linen,  the  child  is  laid  on  the  back,  the  sides  of  the  abdomen 
are  supported  so  as  to  push  forward  the  opening,  and  a piece  of  boracic 
lint  is  placed  over  the  umbilicus.  The  pad  is  now  applied  and  kept  in 
])Osition  by  rubber  strapping,  which  should  extend  from  the  lumbar 
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region  on  one  side  to  that  on  the  other,  and  should  be  applied  quite 
firmly  and  should  be  reinforced  by  oblique  and  vertical  pieces.  The 
whole  arrangement  is  fixed  on  with  a binder  which  gives  general  support 
to  the  abdominal  wall.  The  greatest  care  must  be  taken  in  the  management 
of  these  pads.  The  skin  must  be  kept  dry,  fresh  pads  and  fresh  boracic 
lint  should  be  applied  whenever  there  is  the  least  sign  of  soiling,  and  in 
any  case  once  a day.  If  this  treatment  be  persevered  with,  the  opening 
will  gradually  close  in  the  majority  of  cases  and  the  hernia  will  be 
cured. 

In  older  children  it  is  sometimes  more  convenient  to  have  a .flat  pad 
made  of  vulcanite  sewn  in  an  elastic  abdominal  belt.  The  same  care 
must  be  taken  of  the  skin  beneath  the  pad,  and,  if  the  apparatus  slips, 
the  pad  should  be  fixed  with  strapping  and  an  elastic  binder  put  on 
outside. 

Radical  cure. — If  it  be  found  after  prolonged  use  of  retentive 
apparatus  that  the  opening  does  not  close,  operative  measures  may  be 


Fig.  123.— Radical  Cure  of  Umiiilicai.  Her.sia  in  a Vounc  Suhject.  The  upper 
sketch  .shows  the  method  of  splitting  the  abdominal  wall  horizontally,  while  the  lower 
one  shows  the  two  layers  thus  formed,  sutured  separately,  while  a stout  mattress  suture 
runs  through  the  angles  of  the  flaps  on  each  side.  The  peritoneum  and  skin  are  sutured 
sep.aratelj'.  It  is  the  fibrous  wall  that  is  .split ; the  recti  are  untouched. 


required,  and  are  usually  quite  satisfactory  in  these  young  children ; there 
is  no  excess  of  fat,  the  opening  is  quite  small  and  its  sides  are  easily 
brought  together.  The  skin  over  the  hernia  is  usually  thick,  and  may  be 
turned  aside  as  a flap  so  as  to  carry  the  line  of  suture  in  the  skin  away 
from  that  in  the  deeper  parts.  When  the  sac  of  the  hernia  is  exposed 
it  should  be  opened  to  see  that  none  of  the  contents  are  adherent  and 
then  cut  away,  and  the  peritoneal  edges  sewn  up  by  a continuous  catgut 
suture  which  purses  up  the  peritoneum.  The  opening  in  the  abdominal 
wall  is  then  closed.  As  a rule  we  try  to  do  this  in  two  layers,  by  lifting 
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uj)  the  edge  of  the  opening  and  splitting  the  fibrous  wall  horizontally ; 
we  then  suture  each  layer  separately  and  apply  mattress  sutures  through 
both  layers  so  as  to  give  extra  support  (see  Fig.  123).  After  the  dressing 
is  applied  the  abdomen  is  supported  by  a firm  binder.  It  is  well  to 
keep  the  patient  in  bed  from  four  to  six  weeks  so  as  to  allow  the  union  to 
become  quite  firm ; during  that  period  a stout  binder  is  kept  on,  and  for 
some  months  afterwards  a suitable  abdominal  belt  without  any  pad  over 
the  hernial  orifice  is  worn. 

Umbilical  hernia  in  adults. — This  is  most  common  in  women  during 
the  child-bearing  period,  and  may  be  reducible  or  irreducible.  In  the  latter 
case  there  is  often  much  discomfort  from  adhesions  of  the  omentum  which 
anchor  the  transverse  colon  and  in  some  cases  pull  upon  the  stomach ; for 
this  reason  alone  it  may  be  necessary  to  perform  a radical  operation.  Since 
operation  is  not  nearly  so  satisfactory  as  in  inguinal  hernia,  and  since  in  young 
women  the  abdomen  may  again  become  distended  and  the  union  stretched, 
radical  cure  is  not  to  be  urged  unless  the  hernia  be  irreducible  and  there  be 
discomfort  from  adhesions.  As  long  as  the*  hernia  is  small  and  reducible  a 
truss  should  be  employed.  This  consists  of  a flat  pad  embedded  in  a firm 
elastic  abdominal  belt  of  large  size  and  fitted  with  perineal  straps.  There  is 
little  chance  that  actual  cure  will  result  but,  as  long  as  the  hernia  does  not 
increase  in  size  or  complications  do  not  arise,  this  is  of  little  moment. 
Should  the  hernia  enlarge  however  and  cause  much  discomfort,  or  should  it 
become  obstructed,  it  is  better  to  attempt  a radical  cure  unless  there  be  some 
strong  contra-indication. 

The  best  subjects  for  radical  cure  are  spare  people  with  strong  abdominal 
walls ; fat  persons  with  lax  abdominal  walls  are  bad  subjects.  The  radical 
cure  in  an  adult  with  a fair-sized  hernia  and  with  considerable  separation  of 
the  recti,  which  is  almost  always  present,  is  done  as  follows  ; 

A large  elliptical  portion  of  the  thin  redundant  skin  is  first  excised  so  as 
to  include  the  umbilicus.  The  incision  should  be  so  arranged  that  the  long 
axis  of  the  ellipse  lies  parallel  to  but  on  one  side  of  the  middle  line,  so  that 
it  and  the  cicatrix  in  the  deeper  parts  shall  not  correspond.  The  sac  is 
cleared  from  the  skin,  and  this  is  easy  in  the  irreducible  cases,  because  the 
hernia  is  protruding.  The  neck  of  the  sac  is  defined  all  round  and  the  sac 
opened  at  any  point  where  there  are  no  adhesions.  'I'he  adhesions  in 
the  interior  are  separated  by  the  finger  and,  when  the  bowel  has  been 
returned,  it  is  well  to  ligature  the  omentum  and  return  the  stump  into  the 
abdomen.  It  is  generally  impossible  to  keep  the  sac  entire  and  the  question 
arises  how  to  deal  with  it  as  it  cannot  be  twisted  or  indeed  satisfactorily 
ligatured.  Attempts  to  separate  the  peritoneum  from  the  sides  of  the  opening 
and  to  unite  it  by  a continuous  suture  are  unsatisfactory  as  there  is  a good 
deal  of  tension  and  the  peritoneum  is  apt  to  tear.  In  our  opinion  it  is  better 
not  to  attem[)t  this ; we  pass  two  or  three  mattress  sutures  according  to  the 
size  of  the  opening  by  means  of  a Macewen’s  needle  through  the  whole 
thickness  of  the  abdominal  wall  from  side  to  side  and  the.se  bring  the  sides 
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of  the  opening  together  without  difficulty  as  they  take  a firm  hold  on  the 
fibrous  walls.  These  sutures  bring  the  peritoneal  surfaces  on  opposite  sides 
of  the  ring  into  apposition  and  then  a continuous  suture  should  be  made  to 
unite  the  superficial  edges  of  the  ring.  Although  this  seems  good  approxi- 
mation at  the  time,  the  cicatrix  is  apt  to  yield  later  on  especially  in  women 
with  lax  abdominal  walls  and  much  separation  of  the  recti.  Gersuny  recently 
advocated  bringing  the  recti  muscles  back  into  their  normal  position  in  the 
middle  line  in  order  to  avoid  this.  The  sheath  of  the  rectus  is  opened  on 
each  side  and  the  recti  are  separated  and  brought  inwards  to  the  middle  line 
where  their  adjacent  edges  are  sewn  together.  In  order  to  do  this  satis- 
factorily it  is  necessary  to  separate  also  the  transverse  fibrous  bands  in  the 
rectus  immediately  above  and  below  the  umbilicus  and  therefore  the  incision 
must  be  free  and  in  bad  cases  may  have  to  extend  from  the  xiphoid  cartilage 
to  the  pubes.  'This  operation  is  often  a severe  one  and  may  be  impossible 
in  feeble  and  very  fat  persons.  In  comparatively  spare  subjects,  on  the  other 
hand,  it  is  not  particularly  severe  and  we  have  done  it  on  several  occasions 
with  the  most  satisfactory  resulfs ; in  fact  we  consider  it  essential  to  a true 
radical  cure. 

After  the  operation  the  patient  should  be  kept  in  bed  for  six  weeks,  and 
.should  wear  a firm  abdominal  belt  without  any  pad  unless  there  be  any 
protrusion. 

Umbilical  hernia  in  old.  age. — Here  the  hernia  is  practically  always 
irreducible  and  large  and  the'  feeble  musculature,  the  excess  of  fat,  the  size  of 
the  opening  and  the  generally  weak  state  of  the  patient  preclude  any  attempt 
at  such  a radical  cure  as  Gersuny’s.  'Fhe  contents  are  usually  inextricably 
mixed  up  and  must  be  separated,  which  takes  a long  time,  and  there  is 
no  doubt  that  in  Gersuny’s  operation,  a fair  amount  of  blood  is  lost  and  a 
good  deal  of  shock  is  present.  Hence  the  great  majority  of  cases  will  be 
better  off  with  a truss  moulded  to  the  shape  of  the  hernia. 

JV^en  these  hernia:  become  strangulated,  the  patient’s  condition  is 
desperate ; the  strangulation  is  difficult  to  relieve  and  the  patient’s  general 
state  is  very  bad.  The  source  of  the  strangulation  is  often  difficult  to 
discover ; frequently  it  is  due  to  mere  kinking,  as  when  an  overfull  loop 
of  intestine  is  abruptly  bent  over  the  lower  edge  of  the  umbilical  opening. 
The  only  way  is  to  open  the  sac  freely  and  separate  the  structures  until  the 
cause  of  strangulation  is  found  and  relieved ; the  hole  is  dealt  with  in  the 
manner  above  described.  The  great  danger  of  strangulated  hernife  and 
the  difficulty  of  keeping  up  the  hernia  in  old  people  are  strong  arguments 
in  favour  of  an  attempt  at  radical  cure  in  young  subjects,  even  though 
it  should  only  succeed  in  enabling  the  patient  to  retain  the  hernia  by  a 
belt. 

VENTRAL  HERNIA. 

Under  this  term  we  include  hernias  which  pass  out  at  other  points  in 
the  anterior  abdominal  wall  than  those  already  enumerated.  Ventral  hernia 
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may  occur  with  or  without  previous  injury  and  one  of  the  most  common 
causes  is  a laparotomy  especially  after  a lateral  incision,  e.g.  draining  an 
appendicitic  abscess.  In  other  cases  hernia  may  follow  rupture  of  portion.s- 
of  muscles.  The  shape  of  the  neck  of  the  sac  differs  in  various  cases 
sometimes  the  hernia  comes  through  a small  opening  such  as  that  left  by 
a drainage  tube,  at  others  there  is  a much  larger  weak  area,  as  after  a free 
abdominal  incision,  and  there  is  no  regular  neck  to  the  sac. 

TREATMElrtC.  — Unless  a well-fitting  and  comfortable  abdominal  belt 
keeps  back  the  protrusion  easily,  an  attempt  should  be  made  to  repair  the 
hernia.  The  hernial  sac  is  freed,  its  contents  returned  into  the  abdomen, 
the  sac  excised  and  the  peritoneum  stitched  up.  The  cicatricial  edges  of 
the  opening  in  the  abdominal  wall  are  then  cut  away  and  the  muscles  are 
closely  approximated  by  mattress  sutures  of  silk ; the  approximation  is 
completed  by  a continuous  suture  between  the  opposed  surfaces. 

The  operation  may  be  difficult  because  the  viscera  may  adhere  to- 
the  cicatrix  and  it  will  then  be  best  to  excise  the  edges  of  the  hernial 
opening  and  to  open  the  peritoneum  at  a little  distance  from  the  sac  where 
there  are  no  adhesions ; if  there  be  difficulty  in  separating  adhesions,  a good 
plan  is  to  divide  the  peritoneum  all  round  the  adherent  point  and  to  return 
the  intestine  covered  with  the  peritoneum  into  the  abdomen  and  then  to- 
approximate  the  abdominal  walls  {vide  supra). 

LUMBAR  HERNIA. 

This  occurs  in  the  triangle  of  Petit,  which  is  formed  by  the  iliac  crest 
below,  the  latissimus  dorsi  on  the  inner  and  the  external  oblique  on  the 
outer  side.  The  abdominal  wall  is  weak  at  this  spot  and  violent  strains  may 
cause  a hernial  protrusion. 

TREATMENT.  — The  best  treatment  is  a truss  with  a large  pad  and  a 
perineal  strap  to  prevent  it  from  slipping  up.  If  the  truss  will  not  control 
the  hernia  or  if  it  cause  pain,  as  it  often  does  from  pressure  on  the  crest 
of  the  ilium,  it  may  be  advisable  to  practise  an  operation  much  on  the  same 
lines  as  for  ventral  hernia  {vide  supra). 

EXCESSIVE  SEPARATION  OF  THE  RECTI. 

It  is  not  uncommon  in  women  as  the  result  of  repeated  abdominal 
distension  for  the  recti  to  become  widely  separated  and  to  give  rise  to  a 
marked  bulging  of  the  whole  centre  of  the  abdominal  wall.  If  it  should 
be  desired  to  perform  a radical  operation,  closure  may  be  effected  by  inserting 
mattress  sutures  through  the  entire  thickness  of  the  abdominal  wall  as- 
shown  in  the  diagram  (.see  Kig.  124)  and  approximating  the  recti  by  Gersuny’s 
method  (see  p.  464). 
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OBTURATOR  HERNIA. 

This  is  a rare  form  of  hernia,  the  sac  being  found  in  the  obturator  canal. 
The  hernia  descends  downwards  and  forwards  along  the  outer  part  of  the 
horizontal  ramus  of  the  pubis.  The  sac  usually  lies  in  front  of  the  fascia  over 
the  obturator  opening  and  may  pass  either  beneath  the  obturator  externus  or 
over  it  and  beneath  the  pectineus  and  the  adductor  longus ; the  nerve  and 
artery  are  usually  to  the  outer  side  of  the  neck.  The  hernia,  unless  large, 
is  rarely  noticed  in  the  thigh,  and  in  the  strangulated  form  the  nature  of  the 


Fig.  124. — Method  of  operating  for  undue  sErAKATiON  of  the  Recti.  The 
inner  edge  of  the  rectus  on  each  side  is  denuded  of  its  sheath  and  the  redundant  peri- 
toneum IS  cut  away  after  a series  of  sutures  have  been  inserted  in  the  manner  shown 
above. 

case  may  be  only  discovered  after  the  abdomen  has  been  opened  for  acute 
intestinal  obstruction.  The  hernia  is  very  tightly  nipped  and,  in  most 
cases  where  an  operation  has  been  performed,  the  intestine  has  been 
found  gangrenous. 

TREATMENT. — If  an  obturator  hernia  be  diagnosed,  the  only  treatment 
is  by  operation  because  a truss  cannot  be  satisfactorily  applied. 

The  best  way  of  dealing  with  these  cases  is  to  do  a median  sub-umbilical 
laparotomy  with  the  patient  in  the  Trendelenburg  position  and  to  add  to  this 
a vertical  incision  four  or  five  inches  long  over  the  inner  border  of  the  pecti- 
neus, separating  that  muscle  from  the  adductor  longus  in  order  to  expose  the 
obturator  foramen.  An  attempt  is  made  to  remove  the  sac  partly  from  the 
thigh  wound  and  partly  from  the  abdomen.  If  this  be  impossible, 
its  neck  should  be  divided  between  ligatures  and  the  remains  left  in  the 
foramen. 

In  strangulated  cases  recovery  has  followed  pulling  out  of  the  gangrenous 
intestine  with  resection  and  end-to-end  union  after  a median  laparotomy.  If 
it  be  necessary  to  enlarge  the  obturator  foramen  this  is  most  safely  done  by  an 
incision  inwards. 


CHAPTER  XXIV. 


F.^:CAL  FISTULA  AND  ARTIFICIAL  ANUS. 

From  the  point  of  view  of  treatment  it  would  seem  best  to  apply  the 
term  “faecal  fistula”  to  those  communications  between  the  interior  of  the 
intestinal  canal  and  the  surface  in  which  there  is  no  obstruction  to  the 
passage  of  faeces  along  the  bowel  and  in  which  therefore  only  a small 
portion  of  the  contents  escape,  while  the  larger  proportion,  and  at  times 
all,  passes  on  along  the  ordinary  route.  The  term  “artificial  anus,”  on 
the  other  hand,  may  be  limited  to  the  cases  in  which  there  is  a distinct 
obstacle  to  the  onward  passage  of  the  faecal  contents  and  in  which  they 
all  or  almost  all  escape  through  the  external  opening. 

F.ECAL  FISTULA. 

This  condition  as  defined  above  may  arise  either  from  disease  of  the 
intestine  or  from  operative  procedures,  and  the  intestinal  opening  may  be 
immediately  adherent  to  the  abdominal  wall  or  may  lead  into  a cavity  in 
the  interior  of  the  abdomen  which  communicates  with  the  surface  by  a 
sinus.  The  latter  condition  is  that  not  uncommonly  met  with  after 

abdominal  suppuration,  especially  in  connection  with  the  appendix.  A 
fiecal  fistula  may  also  originate  in  connection  with  malignant  disease  of 
the  intestine ; perforation  takes  place  and  an  abscess  forms  and  discharges 
externally.  The  term  artificial  anus,  however,  is  more  appropriate  to  the 
cases  in  which  the  opening  occurs  above  a malignant  intestinal  stricture. 
F?ecal  fistula  may  follow  rents  of  the  peritoneal  coat  in  tuberculous 
peritonitis  (see  p.  413),  it  may  result  from  accidental  'wounds  of  the  bowel 
in  operations  such  as  the  removal  of  adherent  ovarian  cysts,  or  the  surgeon 
may  deliberately  establish  a fiecal  fistula,  as  when  an  artificial  opening  is 
made  into  the  CEecum.  “Congenital  fecal  fistula”  has  already  been 

referred  to  (see  p.  351);  the.se  are  really  cases  of  artificial  anus  because 
all  the  intestinal  contents  are  discharged  through  the  fistula  owing  to  the 
diminution  in  the  calibre  of  the  intestine  below  the  opening. 
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TREATMENT.  —A  fairly  considerable  number  of  faecal  fistulae  if 
properly  treated  tend  to  close  of  themselves,  at  any  rate  when  the 

opening  is  not  immediately  adherent  to  the  skin.  Hence  in  faecal  fistula 

resulting  from  an  abscess  a considerable  time  may  be  allowed  to  elapse 
in  the  hope  that  the  fistula  will  close  spontaneously,  and  during  that  time 

the  greatest  care  should  be  taken  to  see  that  there  is  no  obstacle  to  the 

escape  of  discharges  from  the  sinus.  It  is  of  the  highest  importance  to 
provide  free  drainage  from  the  sinus  and  if  necessary  the  skin  wound  must 
be  opened  up  and  the  cavity  packed  or  drained  so  as  to  make  it  granulate 
from  the  bottom.  The  bowels  should  be  kept  well  open  and  a non- 
irritating and  digestible  diet,  such  as  one  consisting  of  milk  and  farinaceous 
food,  fish  and  pounded  meat,  should  be  ordered.  The  patient  should 
be  kept  in  bed,  if  possible  in  such  a position  as  to  make  the  opening 
of  the  fistula  the  highest  portion  of  the  intestine.  Under  this  treatment 
closure  is  very  liable  to  take  place  either  by  cicatrisation  of  the  opening 
or  perhaps  more  commonly  by  its  adhesion  to  a neighbouring  coil  of  the 
intestine,  the  omentum  or  the  abdominal  wall.  The  same  may  be  said 
of  faecal  fistulae  following  operations. 

AVhen  these  fistulae  do  not  heal  the  treatment  is  very  difficult.  No 
plastic  operation  upon  the  external  orifice  will  do  any  good  because  it 
only  dams  up  the  faecal  material  in  the  remains  of  the  abscess  cavity  and 
the  best  procedure  seems  to  be  to  open  the  abdomen  above  the 
fistulous  opening  and  to  try  to  divert  the  faecal  stream  by  performing  a 
lateral  anastomosis  of  the  bowel  above  with  that  below. 

When  the  opening  is  immediately  adherent  to  the  skin,  as  when  a 
faecal  fistula  has  been  artificially  produced,  the  opening  often  contracts 
and  may  indeed  entirely  close  if  the  patient  be  kept  at  rest,  the  bowels 
kept  freely  open  and  the  parts  kept  clean.  The  obstacle  to  closure  in 
most  cases ' is  the  spread  of  epithelium  from  the  intestine  to  the  skin,  so 
that  a mucus-lined  tube  is  formed ; complete  closure  cannot  be  hoped 
for  if  this  forms,  although  considerable  contraction  may  take  place  as  time 
goes  on.  Should  this  be  the  case,  a plastic  operation  must  be  done  when 
the  contraction  has  reached  its  limit.  In  some  cases  a mere  paring  of 
the  edges  followed  by  suture  will  suffice ; when  the  defect  is  larger,  a true 
plastic  operation  may  be  done  by  turning  a thick  flap  of  skin  and  fascia 
over  the  opening  after  paring  its  edges.  These  plastic  operations  may 
require  to  be  repeated  and  even  then  they  may  fail.  The  best  plan  then 
will  be  to  excise  the  affected  portion  of  the  bowel  and  to  do  an  end-to- 
end  anastomosis  as  for  artificial  anus  (vide  infra). 

ARTIFICIAL  ANUS. 

Here  there  is  an  obstruction  to  the  onward  passage  of  the  intestinal 
contents,  so  that  the  whole  of  them  discharge  through  the  opening.  This 
condition  is  usually  brought  about  intentionally  by  operation,  the  object 
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being  to  form  a spur,  due  to  projection  forward  of  the  posterior  wall  of 
the  intestine  which  acts  as  a valve,  covers  the  distal  portion  of  the  bowel 
and  prevents  the  escape  of  feces  into  it.  This  is  done  in  colotomy,  where 
one  of  the  main  points  is  the  formation  of  an  efficient  spur.  It  also 
occurs  in  strangulated  hernia  where  the  affected  loop  has  sloughed  and  a 
spur  forms  preventing  the  onward  passage  of  the  contents. 

TREATMENT. — Here  the  chief  obstacle  to  the  onward  pas.sage  of 
the  contents  is  a spur  formed  by  the  posterior  wall  of  the  intestine.  Of 
course  this  is  the  sole  object  of  many  of  the  cases  of  colotomy  for  malignant 
disease  of  the  large  bowel  that  it  is  not  proposed  to  deal  with  further  and 
the  question  of  closing  the  artificial  anus  does  not  arise.  When  however  an 
artificial  anus  is  established  for  intestinal  obstruction  and  the  abdomen  is 
opened  subsequently  and  the  tumour  causing  the  obstruction  is  removed,  or 
again  in  cases  after  resection  of  gangrenous  intestine,  closure  of  the  orifice 
becomes  important.  The  great  point  is  to  get  rid  of  the  spur,  and  a great 
variety  of  methods  have  been  employed  to  do  so ; when  it  is  removed  the 
case  becomes  one  of  fecal  fistula  which  may  close  of  itself  or  can  be  closed 
by  a plastic  operation  (pide  supra). 

In  many  cases  the  most  satisfactory  method  is  to  open  the  abdomen, 
e.xcise  several  inches  of  the  bowel  including  the  artificial  anus  and  unite  the 
remaining  portions  by  an  end-to-end  anastomosis  as  already  described  (see 
p.  306).  Special  care  is  necessary  to  avoid  introducing  septic  material  into 
the  abdomen.  The  disinfection  of  the  skin,  which  is  impregnated  with  fecal 
material,  should  be  begun  and  repeated  for  some  time — a couple  of  days — 
before  the  operation.  I'he  artificial  anus  should  then  be  encircled  by  an 
elliptical  incision  and  the  skin  should  be  dissected  up  around  the  opening, 
turned  up  and  stitched  closely  together  so  as  to  prevent  the  escape  of  the 
intestinal  contents  during  the  operation.  This  incision  is  now  carried  through 
the  abdominal  wall  close  to  the  attachment  of  the  bowel  and  the  peritoneum 
is  opened  at  a spot  where  the  latter  is  not  adherent  to  the  bowel  beneath. 
The  finger  introduced  into  the  peritoneal  cavity  will  define  the  line  of  adhesion 
of  the  peritoneum  to  the  bowel  and  the  former  should  be  divided  with 
blunt-pointed  scissors  just  outside  this  point  all  round.  The  bowel  is  thus 
freed  from  the  abdominal  wall  and  has  the  skin  around  the  artificial  anus  still 
adherent  to  it  and  stitched  over  the  orifice.  The  loop  being  now  thoroughly 
freed,  it  is  drawn  as  far  as  possible  out  of  the  wound,  the  general  peritoneal 
cavity  is  shut  off  by  cloths  and  a resection  is  performed  as  for  an  ordinary 
case  of  injury  or  obstruction  (see  p.  306). 

'I’here  are  various  other  methods  of  getting  rid  of  the  spur,  the  earliest  of 
which  was  the  use  of  Dupuytren’s  clamp,  one  blade  of  which  was  introduced 
into  each  portion  of  the  intestine  and  then  the  two  gradually  appro.xi mated. 
This  caused  peritonitis  between  the  adjacent  limbs  of  the  bowel  and  the  part 
included  in  the  clamp  actually  sloughed.  The  pressure  was  so  arranged  that 
the  clamp  did  not  slough  through  until  about  the  seventh  day  when  it  only 
remained  to  repair  the  external  opening. 
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Operative  means  having  a similar  object  have  now  largely  taken  the 
place  of  clamps  of  this  kind,  of  which  quite  a number  have  been  invented. 
The  artificial  opening  is  plugged,  the  skin  is  thoroughly  purified,  an 
incision  is  made  into  the  abdomen  a little  above  the  opening  and  the  angle 
between  the  two  portions  of  the  bowel  running  to  the  artificial  anus  is 
exposed.  A line  of  sutures  front  and  back  is  now  applied  so  as  to  unite  the 
opposed  serous  surfaces  of  the  bowel  and  then  the  blades  of  a pair  of  scissors 
are  introduced  through  the  external  opening,  one  into  each  limb  of  the  loop, 
and  the  approximated  walls  of  the  bowel  cut  through  within  the  sutured 
area.  Gauze  is  introduced  into  the  bowel  so  as  to  prevent  immediate 
adhesion  of  the  surfaces  divided  by  the  scissors,  and  in  a few  days  the  external 
orifice  may  be  pared  and  closed. 

Others  have  suggested  opening  the  abdomen  higher  up  and  doing  a lateral 
anastomosis ; if  a large  opening  be  made  and  a pad  and  truss  applied  over 
the  external  opening  the  faeces  will  find  their  way  through  the  anastomosis  and, 
when  contraction  of  the  intestine  below  it  has  reached  its  limit,  a plastic 
operation  may  be  performed  to  close  the  external  opening.  In  our  opinion  ‘ 
however  the  best  way  of  closing  an  artificial  anus  is  by  resection  of  the 
portion  of  the  intestine  containing  the  spur  when  it  can  be  done ; the 
resection  should  of  course  be  followed  by  end-to-end  suture. 
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Abdomen,  surgical  affections  of,  17 1 

cleansing  of,  in  perforated  stomach,  209, 
282 

contusions  with  internal  injuries,  175 
penetrating  wounds  of,  180 
prolapse  of  viscera  through,  18 1 
Abdominal  wall,  affections  of,  17 1 
contusions,  simple,  171 
inflammatory  affections,  184 
rupture  of,  172 
traumatic  affections  of,  171 
treatment  of,  in  laparotomy,  186 
tumours  of,  185 

wounds,  non-penetrating  of,  174 
Abscess,  of  abdominal  wall,  184 
appendicitic,  375 
treatment,  393 
chronic  cervical,  137 
retro-pharyngeal,  acute,  79 
chronic,  80 
sub-phrenic,  401 

in  appendicitis,  395 
of  the  tongue,  3,  4 
tonsillar,  72 

tuberculous  in  neck,  142 
of  pharynx,  80 
Acute  adenitis,  139 

appendicitis,  suppurative,  375 
colitis,  ulcerative,  371 
glossitis,  parenchymatous,  3 
superficial,  4 

intestinal  obstruction,  314 
intussusception,  331 
cEsophagitis,  106 
peritonitis,  suppurative,  402 
retro-pharyngeal  abscess,  79 
thyroiditis,  153 
tonsillitis,  catarrhal,  70 
torticollis,  126 
Adenitis,  acute,  139 
Adenoids  and  enlarged  tonsils,  75 
Adenoma,  of  resophagus,  116 
of  soft  palate,  85 
thyroid,  165 

Adhesions,  gastric,  treatment  of,  283 

intestinal  in  tuberculous  peritonitis,  409 


Adhesions 

after  laparotomy,  causing  obstruction,  342 
peritonitic,  400 

causing  chronic  obstruction,  347 
in  strangulated  hernia,  419,  431,  456 
Air  cysts  of  the  neck,  138 
Albert’s  gastrostomy,  224 
Anecsthetic  in  exploratory  laparotomy,  177 
in  intestinal  obstruction,  320 
thyroidectomy,  158 
Anastomosis,  intestinal,  306,  357 
artificial  aids  to,  259 

Halsted’s  indiarubber  bag,  310 
Mayo  Robson’s  bobbin,  259,  309 
Murphy’s  button,  262,  310 
end-to-end  suture,  306 
lateral,  310 
omental  grafts,  309 
Anchyloglossia,  i 
Angina,  Ludwig’s,  3,  64 
Antistreptococcic  serum,  in  throat  operations, 
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in  Ludwig’s  angina,  64 
tongue  operations,  27 
Anus,  artificial,  468 

in  gangrenous  hernia,  434 

intestinal  obstruction,  358,  359 
volvulus,  330 

Apparatus  for  torticollis,  130,  131 
Appendectomy,  387 
Appendicitis,  acute  suppurative,  375 
catarrhal,  372,  373 
clinical  classification,  373 
complications,  373 
fulminating  and  perforating,  377 
leucocytosis  in,  378 
pathology,  372 
obliterative,  372 
relapsing,  375 
sub-phrenic  abscess  in,  395 
treatment,  381 

general  considerations,  381 

cases  rec|uiring  operation,  381 
extent  of  operation,  385 
suitable  time  for  operation,  383 
of  individual  cases,  385 
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Appendiciti.s 
treatment 

of  cases  with  peritonitis,  387 
catarrhal,  3S6 
cangrenous  and  perforating,  392 
relapsing,  387 
sinus  after  operation,  397 
sub-phrenic  abscess,  395 
suppurative,  393 
tuberculous,  408 
“Appendicular  colic,”  375 
Appendi.\,  anatomy  of,  37 1 
foreign  bodies  in,  373 
in  hernial  sac,  417,  432 
inflammation  of  {see  Appendicitis) 
removal  of,  387 
stricture  of,  372 

Arsenic  in  lupus  of  pharynx,  84 
Artificial  anus,  in  gangrenous  hernia,  434 
in  intestinal  obstruction,  358,  359 
volvulus,  330 
Atrophic  pharyngitis,  81 
Atrophy  of  thyroid  gland,  153 
Auscultation  of  the  stomach,  196 

Barker’s  intussusception  operation,  339, 

342 

Bassini’s  operation,  in  femoral  hernia,  458 
in  inguinal  hernia,  446 
Beatson’s  incision  for  cervical  glands,  146 
Benign  growths  of  the  stomach,  286 
of  the  throat,  85 
tongue,  15 

Bladder  in  hernial  sac,  43 1 
Blood,  clinical  examination  of,  379 
“Blood-count,”  379 
Blood  cyst  in  abdominal  cavity,  415 
Boils  of  the  neck,  137 
Bougies,  oesophageal,  99,  no 
Bowel,  changes  in,  in  strangulated  hernia, 
in  intestinal  obstruction,  318 
evacuation  of  above  strangulation,  323 
Brachial  plexus,  injury  to,  135,  136 
Branchial  fistuloe,  122 
Branchiogenic  cysts,  123 
Bryant’s  mediastinal  oesophagotomy,  106 
Burns,  of  the  oesophagus,  97 
of  the  tongue,  3 

■C.ECUM,  excision  of,  355 
Calculus,  .salivary,  61 
of  the  tonsils,  78 
■Cancer,  of  the  bowel,  352 
of  the  oesophagus,  116 
peritoneum,  415 
stomach.  286 
throat,  86 
thyroid  gland,  167 
tongue  (see  Tongue,  cancer  of) 
Carbuncles  of  the  neck,  137 
Carcinoma  (see  Cancer) 

Cardiac  end  of  stomach,  cancer  of,  295 
Catarrhal  appendicitis,  373 
treatment,  386 
tonsillitis,  acute,  70 
Catheterisation  of  the  stomach,  197 
Cellulitis  of  neck,  acute,  64 


Cervical  glands,  affections  of,  139 
acute  adenitis,  139 
lymphadenoma,  152 
malignant  disease,  151 
syphilitic  disease,  151 
suppurative  adenitis,  137 
tuberculo.sis,  140 
nerves,  resection  of,  133 
(esophagotomy,  103 
plexus,  injury  to,  135,  136 
ribs,  124 

sympathetic,  divi.sion  and  removal  of,  in 
goitre,  169 
Chancre,  lingual,  ii 
of  tonsil,  82 

Cheek,  splitting  in  throa:t  operations,  91 
Chronic  cervical  abscess,  137 
enlargement  of  tonsils,  75 
intestinal  obstruction,  345 
intussusception,  341 
retro-pharyngeal  abscess,  80 
superficial  glossitis,  6 
Cicatricial  deformities  of  neck,  134 
stricture  of  tesophagus,  107 
“ Clergyman’s  sore  throat,”  81 
Coin-catcher,  102 

Coins,  removal  of,  from  oesophagus,  102 
Coley’s  fluid  in  lingual  cancer,  59 
Colic,  appendicular,  375 
Colitis,  acute  ulcerative,  37 1 
causing  stricture,  352 
membranous,  371 
Colloid  goitres,  155 
Colotomy,  left  inguinal,  362 
right  inguinal,  360 
Concretions  in  the  appendix,  373 
Congenital  affections  of  tongue,  i 
faecal  fistula,  351,  467 
inguinal  hernia,  454 
malformations  of  neck,  122 
of  pharynx,  66 
strictures  of  bowel,  351 
torticollis,  127 

Contraction  after  gastric  ulcer,  230 

prevention  of,  in  oesophageal  burns,  99 
Contusions  of  abdomen,  simple,  171 
with  visceral  injuries,  175 
“ Cretinism,”  153 
Cystic  hygroma  of  neck,  138 
Cysts,  branchiogenic,  123 
dermoid  of  mouth,  63 
of  neck,  123 
of  the  neck,  138 

peritoneum,  415 
thyroid,  165 

Deformities,  cicatricial  of  neck,  134 
“ Derbyshire  neck,”  155 
Dermoid  cysts,  of  mouth,  63 
of  neck,  123 

Diet  in  chronic  intestinal  obstruction,  348 
Diffuse  lipoma  of  neck,  137 

non-suppurative  peritonitis,  399 
Dilatation,  gastric,  after  ulcer,  230 
of  oesophageal  strictures,  109 
continuous,  iii 
intermittent,  109 
Diphtheritic  ulcer  of  tongue,  8 
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Direct  reducible  inguinal  hernia,  455 
Diverticula,  cesophageal,  97 
of  hernial  sac,  416 
Doyen’s  gag,  80 

pylorectomy  forceps,  291,  292 
Drainage  in  perforated  gastric  ulcer,  283 
in  ruptured  bowel,  312 
stomach  injuries,  215,  217 
throat  cancer  operations,  90 
Duodenostomy  in  gastric  cancer,  295 
Dupuytren’s  clamp  in  artificial  anus,  469 
Dysenteric  ulceration,  370 
causing  stricture,  352 
Dyspeptic  ulcer  of  tongue,  8 
Dysphagia,  causes  of,  107 

treatment  of,  in  lingual  cancer,  58 

Einhorn’s  stomach  bucket,  197 
Electricity  in  chronic  intestinal  obstruction, 

, 348 

End-to-end  suture  of  intestine,  306 
Enterectomy  in  acute  obstruction,  324 
Entero-enterostomy  after  gaslro-enterostomy, 
268,  269 
Enteroliths,  365 
Epithelioma,  of  bowel,  332 
of  throat,  86 
longue,  19 
treatment,  22 

operative  treatment  of  glands,  50 
of  tongue,  31 

after-treatment,  47 
palliative  treatment,  57 
Erysipelas,  of  tonsil,  74 
Evisceration,  in  intestinal  injuries,  304 
in  peritonitis,  406 

ruptured  stomach,  21 1 
Excision,  of  bowel,  gangrenous,  326 
of  the  cteciim,  355 
gastric  ulcer,  236 
intestinal  stricture,  354 
in  leucoma,  7 
of  the  tongue,  32  e/  seq. 
ulcer  of  tongue,  9 
Exophthalmic  goitre  {see  Goitre) 

Exploratory  laparotomy,  191 

for  abdominal  contusions,  177 
stomach  affections,  202 

F/ECAi,  fistula,  467 

after  appendectomy,  397 
after  hernia,  434 
congenital,  331 

in  suppurative  appendicitis,  377 
tuberculous  peritonitis,  415 
impaction,  366 

Fallopian  tube  in  hernial  sac,  432 
Femoral  hernia,  457 

reducible  and  simple  irreducible,  457 
.strangulated,  460 
Fergu.sson’s  probang,  102 
Fibroma  of  pharynx,  85 
h'ibrous  goitre,  155 
Fistula,  branchial,  122 
fa-cal,  467 
pharyngeal,  66 

Mannel  truss  for  inguinal  hernia,  436 
Floor  of  the  mouth,  affections  of,  60 


Follicular  tonsillitis,  70 
Foreign  bodies,  in  appendix,  373 

in  intestine,  causing  obstruction,  317,  53^ 
cesophagus,  99 
the  stomach,  218 
tonsils  and  pharynx,  68 
Franck’s  gastrostomy,  224 
Frenum,  division  of,  i 
“ Fulminating  appendicitis,”  373,  377 

Gai.i.-ston’ES  causing  chronic  obstruction, 

365  . . 

Galvanism  in  torticollis,  132 
Gangrenous  appendicitis,  373 
treatment,  302 
hernia,  419,  433,  460 
intestine,  excision  of,  326 
intussusception,  tieatment,  340 
Gargles  for  follicukar  tonsillitis,  yi 
Gastrectomy,  for  gastric  cancer,  288 

partial,  for  “ hour-glass  stomach,”  279 
Gastric  adhesions,  treatment,  283 
contents,  removal  of,  200 
ulcer,  229 

as  cause  of  cancer,  286 
pathology  and  symptoms,  232 
treatment,  233 

of  contractions  after,  276 
gastric  adhesions,  283 
profound  anaemia,  233 
profuse  haemorrhage,  27 1 
perforation,  280 

Gastro-duodenostomy  in  pyloric  stenosis,  277 
Gastro-enterostomy,  240,  294 

advantages  of  different  methods,  241 
after-treatment,  268 
anterior  form,  241,  252 
artificial  aids  in,  259 
Kocher’s,  255 
posterior  form,  241,  247 
“vicious  circle,”  243,  255,  269 
Y-operation,  256 
Gastro-gastrostomy,  278 
Gastro-jejunostomy,  240,  277,  279,  294 
Gastroplasty,  237,  278 
Gastroplicalion,  285 
Gastroscopy,  203 
Gastrostomy,  115,  120,  220 
Franck’s,  224 
Witzel’s,  221 

Gastrotomy  for  foreign  bodies,  105,  219 
for  oesophageal  stricture,  114 
Gersuny’s  radical  cure  of  umbilical  hernia, 
463,  464 

Gland,  thyroid,  affections  of,  153 
Glands,  cervical,  affections  of,  139 
removal  of,  145 
suppuration  in,  137 
affected  in  lingual  cancer,  20 
operations  on,  50 

after-treatment,  57 
removal  of,  in  cancer  of  throat,  91 
Glossitis,  acute  parenchymatous,  3 
sclerosing,  1 1 
superficial,  acute,  4 
chronic,  6 
Goitre,  154 

adenomata  and  cysts,  165 
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Goitre 

colloid  and  fibrous,  155 
exophthalmic,  i68 
malignant,  167 

simple  or  parenchymatous,  154 
treatment,  156,  165,  168 
medical,  156,  168 
operative,  157,  165,  169 
after-treatment,  164 
Granular  pharyngitis,  81 
Griinbaum  on  examination  of  blood,  379 
on  rectal  feeding  in  gastric  ulcer,  234 
Guillotine,  Mackenzie’s,  76 
Gummata  of  the  tongue,  1 1 
Gunshot  wounds  of  stomach,  217 

H.ematoma,  omental,  299 
Htemorrhage,  gastric,  229,  233,  271 
medical  treatment,  271 
operation  for,  272 
after  tonsillotomy,  77 
from  the  tongue,  2 
internal,  296 

Halsted’s  intestinal  bag,  310 
mattress  suture,  215 
operation  for  inguinal  hernia,  44S 
Hemiglossitis,  3 

Hernia,  congenital,  reducible  inguinal,  454 
direct  reducible  inguinal,  455 
femoral  [see  Femoral  hernia,  457) 
gangrene  in,  419,  433,  460 
general  considerations,  416 

anatomical  characters,  416 
causes,  417 
classification,  417 
treatment,  420 

of  irreducible,  426 
of  reducible,  421 
incarcerated,  418 

individual  forms,  treatment  of,  436 
femoral,  457 
inguinal,  436 
lumbar,  465 
obturator,  466 
umbilical,  461 
ventral,  464 

inflamed  and  obstructed,  418,  427 
inguinal  [see  Inguinal  hernia)  436 
internal,  316 
interstitial,  181,  456 
irreducible,  418 
femoral,  457 
inguinal,  456 
lumbar,  465 
obturator,  466 
reducible,  417,  421 
femoral,  457 
inguinal,  436,  454,  455 
Richter’s,  420 
strangulated,  418,  428 
femoral,  460 
in  abdominal  wound,  181 
oblique  inguinal,  456 
umbilical  (see  Umbilical  hernia)  461 
ventral,  464 
Hernial  sac,  416,  431 

in  inguinal  hernia,  treatment,  441 
ligature  of  neck  of,  442 


Hernial  sac 

torsion  of,  442 
Herpes  of  tongue,  5 

Hilton’s  method  in  cervical  abscess,  140 
in  thyroid  abscess,  1 54 
Hospital  sore-throat,  74 
“ Hour-glass  constrictions”  of  hernial  sac,  416 
“contraction”  of  stomach,  195,  278 
Hydatid  cysts  of  peritoneum,  415 
Hydrocele  of  neck,  123 
i Hygroma,  cystic  of  neck,  38 
Hyper-acidity,  in  gastric  ulcer,  232,  233 

“ Ichthyosis  lingum,”  6 
Ileo-caecal  intussusception,  331 
Impaction,  fmcal,  366 
Incarcerated  hernia,  418 
i Incision,  in  operation  for  femoral  hernia,  45S 
j for  laparotomy,  187,  189 
I “ Infantile  hernia,”  436 
I Inflamed  hernia,  418,  427 
Inflammations,  of  abdominal  wall,  184 
of  intestines,  369 

i neck,  137 

! oesophagus,  106 

thyroid  gland,  153 
tongue,  3 

, tonsil  and  pharynx,  70 

\ Inflammatory  macroglossia,  18 
Inflation  in  intu.ssusception,  335 
of  the  stomach,  195 
Inguinal  colotomy,  left,  362 
right,  360 

hernia,  treatment  of,  436 
congenital,  454 
direct,  455 
interstitial,  456 
irreducible,  456 
oblique,  436 

irreducible,  456 
reducible,  436 
in  adults,  439 
in  infancy,  436 
Injections  in  intussusception,  334 
Injuries,  of  abdominal  wall,  171 
of  intestines,  296,  302 
mesentery,  300 
neck,  134 
omentum,  298 
pharynx  and  tonsils,  67 
stomach,  205 
Internal  hmmorrhage,  296 
Inter-sigmoid  hernia,  317 
Interstitial  hernia,  181 
Intestinal  anastomosis,  357 
injur}',  296 
obstruction,  314 
acute,  314 

causes  of  death  in,  318 
classification,  314 
pathology,  316 
symptoms,  314 
treatment,  319 

after-treatment,  327 
chronic,  causes,  345 
classification,  345 
symptoms,  346 

treatment,  353 
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Iniesliniil 

obstruction 

chronic 

varieties,  347 

due  to  adhesions  after  laparotomy, 

342 

Intestine,  dysenteric  ulceration  of,  370 
gunshot  wounds,  313 
injuries  to,  296,  302 
perforation  of,  during  typhoid,  369 
prolapse  of,  through  abdominal  wall,  iSi 
rupture  of,  296 

strangulation afteralxlominal  wounds,  183 
under  a band,  316 
stricture  of,  351 
treatment,  353 
tuberculous  disease  of,  408 
wounds  of,  in  abdominal  contusions,  179 
in  large  intestine,  31 1 
after-treatment,  312 
in  the  small  intestine,  303 
long-standing  cases,  313 
non-penetrating  wounds,  303 
penetrating  wounds,  303 
recent  cases,  302 

Intestines,  inflammatory  affections  of,  369 
appendicitis,  371 
colitis,  371 

dysenteric  ulceration,  370 
perforaiion  during  typhoid,  369 
Intra-buccal  excision  of  tongue,  32 
Intubation  in  Ludwig’s  angina,  64 
of  oesophageal  stricture,  1 18 
Intussusception,  acute,  317,  331 
chronic,  341,  345 
Irreducible  hernia,  417,  426 
femoral,  457 
inguinal,  456 

Irrigation  in  perforating  stomach  wounds,  210 
in  peritonitis,  407 

Jaw,  division  of,  for  lingual  cancer,  40 
in  cancer  of  throat,  93 
Langenbeck’s,  94 
excision  of,  in  lingual  cancer,  42 
JeJunostomy,  295 

Jejunum,  identification  of,  in  gastro-enter- 
ostomy,  246 

Jonnesco’s  operation  for  exophthalmic  goitre, 
170 

Kociier’s  excision  of  tongue,  45 
incision  for  thyroidectomy,  159 
gastro-enterostomy,  255 
method  of  treating  the  hernial  sac,  441. 

Lane’s  gag,  34 

intestinal  clamp,  239,  240,  291 
Langenbeck’s  excision  of  tongue,  40 
Lapjarotomy,  abdominal  wall,  treatment  of, 
in.  186 

exploratory,  19 1 

for  abdominal  contusions,  177 
stomach  affections,  202,  284 
in  intussusception,  acute,  337 
chronic,  342 

median  in  intestinal  stricture,  364 
ol)struction  due  to  adhesions  after,  342 


Laparotomy 

for  perforating  wounds  of  stomach,  208 
in' tuberculous  peritonitis,  412 
Laplace’s  forceps,  309 
Leiter’s  coil  in  peritonitis,  405 
Lembert’s  suture,  213 
Leucocytosis  in  appendicitis,  378 
Leucoma,  6 

Leucomatous  ulcer  of  tongue,  8 
Ligature  of  neck  of  inguinal  hernial  sac,  442 
Lingual  artery,  ligature  of,  in  cancer,  25 
ligature  of,  in  nrevus  of  tongue,  16 
nerve,  division  of,  in  cancer,  58 
Lipomata,  of  abdominal  wall,  186 
of  the  neck,  137 
oesophagus,  116 
peritoneum,  415 
pharynx,  85 
Littre’s  hernia,  420 
Loreta’s  operation,  277 
Ludwig’s  angina,  3,  64 
Lumbar  hernia,  465 
Lund’s  insufflator,  336 
Lupus  of  the  pharynx,  84 
Lymphadenoma  of  cervical  glands,  152 
Lymphangioma  of  the  neck,  138 
of  the  tongue,  17 

Lymphoma  simple  of  cervical  glands,  140 
Lympho-sarcoma  of  tonsil,  86 

MacBurney’s  method  of  appendectomy,  391 
point,  371 

Macewen’s  mattress  suture  in  laparotomy,  191 
operation  for  inguinal  hernia,  445 
method  of  treating  sac  in,  443 
Mackenzie’s  guillotine,  76 
“ Macroglossia,”  17 
Makins’s  clamp,  291,  355 
Malformations,  congenital  of  bowel,  351 
of  neck,  122 
oesophagus,  96 
pharynx,  66 

Malignant  cervical  glands,  151 
goitre,  167 
tumours  of  throat,  86 

Massage  in  chronic  intestinal  obstruction,  34S 
Maunsell’s  abdominal  retractor,  248,  343 
intestinal  retractor,  249 
Mayo  Robson’s  bobbin  in  gastro-enteros- 
tomy,  259 

in  intestinal  anastomosis,  309,  324,  354 
in  pylorectomy,  293 
Mediastinal  cesophagolomy,  105 
Membranous  colitis,  37 1 
Mercurial  ulcer  of  tongue,  8 
Me.senteric  glands,  tuberculous,  408 
Me.sentery,  injury  to,  300 
Methyl  violet  in  lingual  cancer,  59 
Morphine  in  intestinal  obstruction,  319 
Mouth,  affections  of  floor  of,  60 
dermoid  cysts,  63 
Ludwig’s  angina,  64 
ranula,  60 
salivary  calculus,  61 
Moynilian  on  cancer  of  pylorus,  294 
Mucous  patches  on  tongue,  1 1 
Murphy’s  button,  in  gastro-enterostomy,  262 
in  intestinal  anastomosis,  310,  325 
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Muscle.s,  abdominal,  rupture  of,  172 
Muscular  macroglossia,  18 
Myoma  of  cesophagus,  1 16 
of  pharynx,  85 
Myxredeina,  153 

N,i;vus  of  the  tongue,  15 
Neck,  surgical  affections  of,  122 
boils  and  carbuncles,  137 
cellulitis,  acute,  64 
chronic  abscess,  137 
cystic  hygroma,  138 
cysts,  138 

deformities,  cicatricial,  134 
dermoid  cysts,  123 
hydrocele  of,  123 
inflammatory  affections  of,  137 
injuries  of,  134 
lipoma  of,  137 
lymphangioma  of,  138 
malformations,  congenital,  122 
retro-pharyngeal  abscess,  137 
tumours  of,  137 

Nerve-stretching  in  torticollis,  132 
Neurectomy  of  spinal  accessory,  132 
Non-penetrating  wounds  of  abdomen,  174 
of  intestinal  wall,  303 
stomach,  206,  207 
Non-.suppurative  peritonitis,  399 

Oblique  inguinal  hernia,  436 
irreducible,  456 
reducible,  436 

Obliterative  appendicitis,  372 
Obstructed  and  inflamed  hernia,  418 
treatment,  427 

■Obstruction,  intestinal,  acute,  314 
after  laparotomy,  342 
chronic,  345 

in  tuberculous  peritonitis,  414 
•Obturator  hernia,  466 
(Esophageal  diverticula,  97 
polypus,  1 16 

syphilis  and  tuberculosis,  106,  107 
(Esophagismus,  115 
(Esophagitis,  106 
Qvsophagotomy,  cervical,  103 
for  stricture,  112 
mediastinal,  105 
(Esophagus,  anatomy  of,  96 
burns  of,  97 
carcinoma  of,  116 
foreign  bodies  in,  99 
inflammatory  affections  of,  106 
malformations  of,  96 
stricture,  malignant,  116 
non-malignant,  107 
spasmodic,  1 1 5 

syphilis  and  tuberculosis  of,  106 
tumours  of,  1 16 
wounds  of,  97 
(Jmental  grafts,  309 
Omentum,  injury  to,  298 
prolapse  of,  18 1,  182 
Opium,  in  appendicitis,  386 

in  acute  intussusception,  377 
in  peritonitis,  405 
Ovary  in  hernial  sac,  417,  432 


Tain,  in  gastric  ulcer,  232 

treatment  of  in  lingual  cancer,  58 
Palate,  adenoma  of,  85 
Palpation  of  the  stomach,  195 
I'apilloma  of  throat,  85 
of  tongue,  1 8 

Paracentesis  abdominis,  400 
Parenchymatous  glossitis,  acute,  3 
goitre,  154 

Paul’s  tubes,  325,  363 
Penterating  abdominal  wounds,  180 
intestinal  wounds,  303 
Percussion  of  the  stomach,  196 
Perforating  appendicitis,  377 
treatment,  392 
wounds  of  stomach,  206,  208 
Perforation,  of  a gastric  ulcer,  231  280 
of  intestine  during  typhoid,  369 
in  tuberculous  peritonitis,  408,  41 1 
Peri-ctecal  hernia,  317 
Peri-gastritis,  230 
Peri-CESophagitis,  106 
Peritoneum,  cancer  of,  415 
cleansing  of,  209,  303 
cysts  of,  415 

inflammation  of  (see  Peritonitis) 

Itpoma  of,  415 
tumours  (see  Tumours) 

Peritonitis,  399 

non-suppurative,  399 
suppurative  or  septic,  401 
acute  general, '313,  402 
localised,  401 

tuberculous  (see  Tuberculous  peritonitis) 
Pharyngeal  fistula,  66 
Pharyngitis,  atrophic,  81 
granular,  81 
Pharyngocele,  66 

Pharyngotomy  for  foreign  bodies,  69 
for  pharyngocele,  67 
sub-hyoid,  94 
Pharynx,  fibroma  of,  85 

inflammatory  affections  of,  79 
lipoma  of,  85 

malformations,  congenital,  66 
myoma  of,  85 
stenosis  of,  82 

Pharynx  and  tonsils,  affections  of,  66 
foreign  bodies,  68 
inflammatory,  70 
injuries,  67 

malformations,  congenital,  66 
stenosis  of  pharynx,  82 
syphilis,  82 
tuberculosis,  84 

tumours  (jire  Throat,  tumours  of) 
Pneumonia,  peritonitis  in,  399 
Polypi,  causing  chronic  intestinal  obstruc- 
tion, 366 

of  oesophagus,  1 16 

Posterior  gastro-enterostomy,  241,  247 
Primary  syphilis  of  tonguC,  1 1 
Prolapse  of  viscera  in  abdominal  wounds, 
181 

Pylorectomy,  277,  289,  94 
Pyloroplasty,  23S,  277 
Pylorus,  cancer  of,  287 
stenosis  of,  277 


INDEX. 


477 


“Quinsy,”  72 

“ Radicai.  cure”  of  hernia,  422,  423,  427, 
430,  441,  458,  462 
Ranula,  60 

“ Rat-tailed  tru.ss  ” for  inguinal  hernia,  440 
Rectal  feeding  in  gastric  ulcer,  234 
in  oesophageal  burns,  98 
Recti,  e.xcessive  separation  of,  465 
Reducible  hernia,  417,  421 
femoral,  457 

oblique  inguinal,  436,  454,  455 
Regnoli’s  excision  of  tongue,  44 
Relapsing  appendicitis,  375 
treatment,  387 

after-treatment,  392 
Resection  of  cervical  nerves,  133 
of  an  intestinal  stricture,  354 
Retro- pharyngeal  abscess,  acute,  79,  137 
chronic  (tuberculous),  80 
Rheumatic  peritonitis,  399 
Ribs,  supernumerary,  124 
Richter’s  hernia,  420 
Rupture  of  abdominal  muscles,  172 
of  intestines,  176,  296 
stomach,  206 

Sac,  treatment  of  in  femoral  hernia,  459 
in  inguinal  hernia,  441 
Salivary  calculus,  61 
Salol  in  appendicitis,  386 
Sarcoma,  of  the  stomach,  286 
of  the  throat,  86 
thyroid  gland,  167 
tongue,  19 

Sayre’s  apparatus  for  torticollis,  131 
“ Scabbard  trachea,”  155 
Scalds  of  the  tongue,  3 
Scarification  of  the  tongue,  3 
Schleich’s-amesthesia  in  acute  intestinal  ob- 
struction, 326 

in  thyroidectomy,  158 
Sclerosing  glossitis,  1 1 
Secondary  syphilis  of  tongue,  1 1 
Sepsis,  avoidance  of,  in  tongue  operations,  27 
in  pharyngeal  cancer  operations,  88 
Septic  peritonitis,  401 

pneumonia  after  throat  operations,  88 
Sigmoid  flexure,  volvulus  of  the,  328 
“ Simple  lymphoma”  of  cervical  glands,  140 
Sinus,  after  appendectomy,  treatment,  397 
after  operation  on  inguinal  hernia,  454 
“ Smokers’  patch,”  6 
Sore-throat,  “hospital,”  74 
Sound,  oesophageal,  108 
.Spasmodic  stricture  of  the  tje.sophagus,  115 
torticollis,  131 

Spinal  accessory  nerve,  injury  to,  135 
resection  of,  132 

“Spontaneous  rupture”  of  abdominal  mus- 
cles,  173  . 

Spray  for  follicular  tonsillitis,  72 
•Stenosis,  of  gastro-enterostomy  opening,  270 
of  the  pharynx,  82 
pylorus,  277 

Sterno-m.istoid,  contraction  of,  126 
division  of,  130 
rupture  of,  136 


“Stifl'neck,”  126 
Stomach,  affections  of,  205 
auscultation  of,  196 
benign  growths  of,  286 
cancer  of  {sfe  Cancer  of  the  stomach) 
catheterisation  of,  197 
examination  of,  193 
foreign  bodies  in,  21S 
inflation  of,  195 
injuries  of,  205 
palpation  of,  195 
percussion  of,  196 
rupture  of,  2 1 1 
sarcoma  of,  286 
trans-illumination  of,  203 
washing-out  of,  200 

after  gastro-enterostomy,  269 
in  intestinal  obstruction,  320 
■Stomatitis,  mercurial,  9 
ulcerative,  5 

Strangulated  hernia,  418 
femoral,  460 
oblique  inguinal,  457 
operation  in,  430 
taxis  in,  428 

treatment  when  vitality  of  contents  is. 
defective,  432 

Strangulation,  internal,  315 
Stricture,  of  appendix,  372 

intestinal  (see  Intestinal  stricture) 
of  oesophagus  from  burns,  99 
cancerous,  u6 
cicatricial,  107 
non-malignant,  107 
spasmodic,  115 
Strychnine  in  peritonitis,  405 
Sub-acute  superficial  glossitis,  5 
Sub-hyoid  pharyngotomy,  94 
Sub-maxillaiy’  duct,  calculi  in,  61 

glands,  removal  of  in  lingual  cancer,  52 
Submental  gland.s^  removal  of  in  lingual 
cancer,  51 

Sub-peritoneal  suppuration,  184 
Sub-phrenic  abscess,  401 
in  appendicitis,  395 
Supernumerary  ribs,  124 
Suppurative,  appendicitis,  375 
treatment,  393 
peritonitis,  401 
thyroiditis,  153 
tonsillitis,  72 

Suppuration,  of  abdominal  wall,  intermus- 
cular, 184 

in  acute  adenitis,  139 
cervical  glands,  137 
tuberculous,  141,  142 
sub-peritoneal,  184 
Sutures,  Halsted’s,  215 
laparotomy,  189,  191 
Lembert’s,  213 
Macewen’s,  445 
for  stomach  wounds,  2 1 2 
Syme’s  excision  of  tongue,  43 
Symonds’ cesophageal  tube,  112 
Syphilis  of  the  oesophagus,  107 
of  pharynx  and  tonsil,  82 
thyroid  gland,  1 54 
tongue  (see  Tongue,  syphilis  of) 
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Syphilitic  cervical  gland  disease,  151 
peritonitis.  399 
stricture  of  bowel,  352 

Taxis  in  strangulated  hernia,  428 
Tertiary  syphilis  of  tongue,  1 1 
Testicle,  undescended  in  inguinal  hernia,  455 
“ Test-meals,”  197,  198 
Thoracic  duct,  injury  to,  135 
Throat,  tumours  of,  benign,  85 
malignant,  86 
“Thrush,”  5 

Thyroid  extract,  in  goitre,  156 

in  tuberculosis  of  pharynx,  84 
gland,  affections  of,  1 53 

adenomata  and  cysts,  165 
atrophy,  153 
carcinoma,  167 
goitre,  1 54 

inflammatory  affections,  153 
myxcedema,  153 
sarcoma,  167 
syphilis,  154 
thyroiditis,  153 
tuberculosis,  154 
Thyroidectomy,  158,  169 
after-treatment,  164 
difficulties  during,  163 
“ Thyroidism  ” after  thyroidectomy,  164 
Thyroiditis,  153 
Tongue,  abscess,  3,  4 
burns,  3 

cancer  {see  Epithelioma  of  tongue) 

congenital  malformations,  I 

epithelioma,  19 

inflammatory  affections,  3 

injuries,  2 

lymphangioma,  17 

ntevus,  15 

operations  upon,  31  et  seq. 
papilloma,  18 
sarcoma,  19 
scalds,  3 
.syphilis,  II 
tuberculosis,  13 
tumours,  benign,  15 
malignant,  19 
ulcers,  8 
wounds,  2 
“ Tongue  tie,”  i 
Tonsil,  lympho-sarcoma  of,  86 
Tonsils,  inflammatory  affections  of,  70 
calculi,  78 
enlargement  of,  75 
erysipelas,  74 

Tonsils  and  pharynx,  affections  of,  66 
foreign  bodies,  68 
inflammations  of,  70 
injuries,  67 
syphilis,  82 
tuberculosis,  84 

tumours  {see  Throat,  tumours  of) 
Tonsillitis,  acute  catarrhal,  70 
follicular,  70 
suppurative,  72 
Tonsillotomy,  76 
Torsion  of  hernial  sac,  442 
Torticollis,  acute,  126 


I Torticollis 
i congenital,  127 

I spasmodic,  1 3 1 

; Tracheotomy,  in  goitre,  157 
j in  lingual  cancer,  27 

preliminary  in  cancer  of  throat,  88 
I in  tongue  operations,  45 

i Trans-illumination  of  the  stomach,  203 
I Traumatic  ulcer  of  tongue,  8 
Treitz’s  hernia,  316 

Trendelenburg  position  in  throat  operations, 
89 

Trusses,  424 

application  of,  425 
bag,  427 

in  femoral  hernia,  457 
flannel,  436 

I general  points  concerning,  425 
in  inguinal  hernia,  436,  439 
Moc-main  lever,  425 
scrotal,  440 
spring,  424 

in  umbilical  hernia,  461 
Wood’s  horseshoe,  426,  427,  439 
worsted,  438 
Tube,  oesophageal,  iii 

Paul’s,  325,  327,  330,  340,  362 
Tubercles,  mucous  on  tongue,  ii 
Tuberculosis,  of  oesophagus,  106 
of  thyroid  gland,  154 

tongue  {see  Tongue,  tuberculosis  of) 
tonsil  and  pharynx,  84 
Tuberculous  abscess  of  pharynx,  80 
appendicitis,  408 
cervical  glands,  140 
intestinal  stricture,  351 
intestine,  408 
mesenteric  glands,  408 
peritonitis,  408 

Tumours,  of  abdominal  wall,  185 
of  the  neck,  137 

oesophagus,  116 
peritoneum,  415 
tongue,  benign,  15 

of  tonsil  and  pharynx  {see  Throat,  tum- 
ours of) 

Typhoid  fever,  perforation  during,  369 

Ulcer,  of  the  stomach  {iee  Gastric  ulcer) 
as  cause  of  cancer,  286 
of  the  tongue  {see  Tongue,  ulcer  of) 
tuberculous,  13 
Ulceration,  dysenteric,  370 

non-malignant,  causingstriclure  of  bowel, 

351 

oesophageal  from  burns,  98 
Ulcerative  colitis,  371 
stomatitis,  5 

Umbilical  hernia,  pathology,  461 
treatment,  461 
in  adults,  463 
in  children,  461 
in  old  age,  464 
“Umbrella”  probang,  102 
Uvula,  papilloma  of,  85 

Vagus,  injury  to,  135 
Ventral  hernia,  464 
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“ Vicious  circle,”  243 
treatment,  255,  269 

V'olvulus  of  the  sigmoid  flexure,  317,  32S 
after  gaslro-enteroslomy,  268 
V-shaped  excision  of  tongue,  33 

Wasiiinc;  out  the  stomach,  200  269,  320 
Wharton’s  duct,  calculus  in,  61 
Whitehead’s  excision  of  the  tongue,  34,  37 
Witzel’s  gastrostomy,  221 
Wood’s  horseshoe  truss,  426,  439 
Worsted  truss,  438 


Wounds  of  abdomen,  non-penetrating,  174 
penetrating,  180 
of  intestine  (ice  Intestine) 
resophagus,  97 
tongue,  2 

“ Wry-neck  ” {see  Torticollis) 

X-Rays  in  examination  of  stomach,  203 

for  foreign  bodies  in  oesophagus,  too,  103 
in  stomach,  218 

Y-Operation  (Gastro-enterostomy),  256 
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LOWER  EXTREMITIES.  With  3 Plates.  8vo,  6s. 

ON  VARICOCELE  : A PRACTICAL  TREATISE.  With  4 Tables 

and  a Diagram.  8vo,  5s. 

CLINICAL  LECTURES  ON  ABDOMINAL  HERNIA;  chiefly 
in  relation  to  Treatment,  including  the  Radical  Cure.  With  12  Diagrams 
in  the  Text.  8vo,  8s.  6rf. 

ON  VARIX,  ITS  CAUSES  AND  TREATMENT,  WITH 
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Hospital.  With  12  Illustrations.  8vo,  4s.  &d. 

THE  PRESENT  POSITION  OF  THE  TREATMENT  OF 
SIMPLE  FRACTURES  OF  THE  LIMBS  : an  Address  delivered 
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British  Pharmacopoeia,  with  some  others  in  common  use.  Arranged 
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BENTLEY,  M.R.C.S.  Eng.,  E.L.S.  With  62  Illustrations  on  Wood. 
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OPEBATIONS.  By  Sir  JOHN  ERIC  ERICHSEN,  Bart.,  F.R.S., 
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Assistant  Surgeon  to  University  College  Hospital,  etc.  Illustrated  by 
nearly  1,000  Engravings  on  Wood.  2 vols.  Royal  8vo,  48s. 
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By  JAMES  KINGSTON  FOWLER,  M.A.,  M.D.,  F.R.C.P.,  Physician  to 
the  Middlesex  Hospital  and  to  the  Hospital  for  Consumption  and  Diseases 
of  the  Chest,  Brompton  ; late  Examiner  in  Medicine  at  the  University  of 
Cambridge,  and  on  the  Conjoint  Examining  Board  in  England  ; and  RICK- 
MAN JOHN  GODLEE,  M.S.,  F.R.C.S.,  Honorary  Surgeon-in-Ordinary 
to  His  Majesty,  Fellow  and  Professor  of  Clinical  Surgery,  University 
College,  London  ; Surgeon  to  University  College  Hospital  and  to  the 
Hospital  for  Consumption  and  Diseases  of  the  Chest,  Brompton  ; Surgeon- 
in-Ordinary  to  His  Majesty’s  Household.  With  160  Illustrations 
8vo,  25s. 

FRANKLAND.  MICBO-OEGANISMS  IN  WATEE,  THEIB 
SIGNIFICANCE,  IDENTIFICATION  AND  BEMOVAL. 

Together  with  an  Account  of  the  Bacteriological  Methods  Involved  in  their 
Investigation.  Specially  Designed  for  the  Use  of  those  connected  with  the 
Sanitary  Aspects  of  Water  Supply.  By  Professor  PERCY  FRANKLAND, 
Ph.D.,  B.So.  Lond.,  F.R.S.,  Fellow  of  the  Chemical  Society ; and  Mrs. 
PERCY  FRANKLAND,  Joint  Author  of  “ Studies  on  Some  New  Micro- 
Organisms  Obtained  from  Air”.  With  2 Plates  and  numerous  Diagrams. 
8vo,  16s.  net. 

GARROD.— WORKS  by  Sir  ALFRED  BARING  GARROD,  M.D., 

F.Ji.S.,etc.  ; Consulting  Physician  to  King' s College  Hus2}ital ; late  Vice-President 
of  the  Royal  College  of  Physicians. 

A TEEATISE  ON  GOUT  AND  EHEUMATIC  GOUT 
(EHEUMATOID  ABTHBITIS).  Third  Edition,  thoroughly 
Revised  and  Enlarged  ; with  6 Plates,  comprising  21  figures  (14  Coloured), 
and  27  Illustrations  engraved  on  Wood.  8vo,  21s. 

THE  ESSENTIALS  OF  MATEBIA  MEDICA  AND  THEEA- 

PEUTICS.  The  Fourteenth  Edition,  Revised  and  Edited,  under  the 
Supervision  of  the  Author,  by  NESTOR  TIRARD,  M.D.  Lond.,  F.R.C.P., 
Professor  of  IMateria  Medica  and  Therapeutics  in  King’s  College,  London, 
etc.  Crown  8vo,  12s.  &d. 

GOODSALL  AND  MILES.  DISEASES  OF  THE  ANUS  AND 
BECTUM.  By  D.  H.  GOODSALL,  F.R.C.S.,  Senior  Surgeon 
Metropolitan  Hospital,  Senior  Surgeon  (late  House  Surgeon)  St.  Mark’s 
Hospital ; and  W.  ERNEST  MILES,  F.R.C.S.,  Assistant  Surgeon  to  the 
Cancer  Hospital,  Surgeon  (out-patients)  to  the  Gordon  Hospital,  etc.  (In 

Two  Parts).  . 

Part  I. — Anatomy  of  the  Ano-rectal  Region — General  Diagnosis  Abscess 
Anorectal  Fistula  — Recto-urethral,  Recto-vesical  and  Recto-vaginal 
Fistula— Sinus  over  the  Sacro-coccygeal  Articulation— Fissure— Haemorr- 
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GRAY.  ANATOMY,  DESCEIPTIVE  AND  SUEGICAL.  By 

HENRY  GRAY,  F.R.S.,  late  Lecturer  on  Anatomy  at  St.  George’s 

Hospital  Medical  School.  The  Fifteenth  Edition  Enlarged,  edited  by  T. 
PICKERING  PICK,  F.R.C.S.,  Consulting  Surgeon  to  St.  George’s  Hospital, 
etc.,  and  by  ROBERT  HOWDEN,  M.A.,  M.B.,  C.M.,  Professor  of  Anatomy 
in  the  University  of  Durham,  etc.  With  '772  Illustrations,  a large  proportion 
of  which  are  Coloured,  the  Arteries  being  coloured  red,  the  Veins  blue,  and 
the  Nerves  yellow.  The  attachments  of  the  muscles  to  the  bones,  in  the 
section  on  Osteology,  are  also  shown  in  coloured  outline.  Royal  8vo, 
32s.  net. 


HALLIBURTON.- TPOi?/VS  by  W.  D.  HALLIBURTON,  M.D., 

F.R.S.,  F.R.C.P.,  Professor  of  Physiology  in  King’s  College,  London. 

A TEXT-BOOK  OF  CHEMICAL  PHYSIOLOGY  AND 
PATHOLOGY.  With  104  Illustrations.  8vo,  28s. 

THE  ESSENTIALS  OF  CHEMICAL  PHYSIOLOGY.  For  the 
Use  of  Students.  Third  Edition.  With  77  Illustrations.  8vo,  5s. 

This  book  treats  of  the  subject  in  the  same  way  as  Prof.  Schafer’s 
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LANG.  THE  METHODICAL  EXAMINATION  OF  THE 

EYE.  Being  Part  I.  of  a Guide  to  the  Practice  of  Ophthalmology  for 
Students  and  Practitioners.  By  WILLIAM  LANG,  F.R.C.S.  Eng.,  Surgeon 
to  the  Royal  London  Ophthalmic  Ho.spital,  Moorfields,  etc.  With  15 
Illustrations.  Crown  8vo,  3s.  6d. 


LIVEING.  HANDBOOK  ON  DISEASES  OF  THE  SKIN. 

With  especial  reference  to  Diagnosis  and  Treatment.  By  ROBERT 
LIVEING,  M.A.  and  M.D.  Cantab.,  F.R.C.P.  Lond.,  etc.,  Physician  to  the 
Department  for  Diseases  of  the  Skin  at  the  Middlesex  Hospital,  etc.  Fifth 
Edition,  revised  and  enlarged.  Fcap.  8vo,  5s. 


LUFF.  TEXT  - BOOK  OF  FOEENSIC  MEDICINE  AND 
TOXICOLOGY.  By  ARTHUR  P.  LUFF,  M.D.,  B.Sc.  Lond., 
Physician  in  Charge  of  Out-Patients  and  Lecturer  on  Medical  Jurisprudence 
and  Toxicology  in  St.  Mary’s  Hospital ; Examiner  in  Forensic  Medicine  in 
the  University  of  London ; External  Examiner  in  Forensic  Medicine  in  the 
Victoria  University ; Official  Analyst  to  the  Home  Office.  With  13  full- 
page  Plates  (1  in  colours)  and  33  Illustrations  in  the  Text.  2 vols..  Crown 
8vo,  24s. 


MOORE.  ELEMENTARY  PHYSIOLOGY.  By  BENJAMIN 
MOORE,  M.A.,  Lecturer  on  Physiology  at  the  Charing  Cross  Hospital 
Medical  School.  With  125  Illustrations.  Crown  8vo,  3s.  6(7. 


NOTTER  AND  FIRTH.  HYGIENE.  By  J.  L.  notter,  m.a., 

M.D.,  Professor  of  Hygiene  in  the  Army  Medical  School,  Netley;  Colonel 
Royal  Army  Medical  Corps  ; and  R.  H.  FIRTH,  F.R.C.S.,  late  Assistant 
Professor  of  Hygiene  in  the  Army  Medical  School,  Netley  ; Major  Royal 
Army  Medical  Corps.  With  93  Illustrations.  Crown  8vo,  3s.  6(7. 
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PICK.  SUEGERY  : A TREATISE  FOR  STUDENTS  AND 
PRACTITIONERS.  By  T.  PICKERING  PICK,  Consulting  Surgeon 
to  St.  George’s  Hospital ; Senior  Surgeon  to  the  Victoria  Hospital  for 
Children  ; H.M.  Inspector  of  Anatomy  in  England  and  Wales.  With  441 
Illustrations.  Medium  8vo,  25, s. 


POOLE.  COOKERY  FOR  THE  DIABETIC.  By  w.  H.  and 

Mrs.  POOLE.  With  Preface  by  Dr.  PAVY.  Fcap.  8vo,  2s.  6d. 


POORE.— WORA'S  by  GEORGE  VIVIAN  POORE,  M.D.,  F.R.C.P. 
ESSAYS  ON  RURAL  HYGIENE.  Crown  8vo,  6s.  6d. 

THE  DWELLING  HOUSE.  With  .36  Illustrations.  Crown  8vo,  3s.  6d. 


PROBYN-WILLIAMS.  A PRACTICAL  GUIDE  TO  THE 
ADMINISTRATION  OF  ANESTHETICS.  By  R.  j. 
PROBYN-WILLIAMS,  M.D.,  Anaesthetist  and  Instructor  in  Anaesthetics 
at  the  London  Hospital ; Lecturer  in  Anaesthetics  at  the  London  Hospital 
Medical  College,  etc.  With  34  Illustrations.  Crown  8vo.,  4s.  6d.  net. 


QUAIN.  QUAIN’S  DICTIONARY  OF  MEDICINE.  By  Various 
Writers.  Edited  by  H.  MONTAGUE  MURRAY,  M.D.,  F.R.C.P.,  Joint 
Lecturer  on  Medicine,  Charing  Cross  Medical  School,  and  Physician  to 
Out-Patients,  Charing  Cross  Hospital ; Senior  Physician  to  the  Victoria 
Hospital  for  Children,  Chelsea,  and  to  the  Foundling  Hospital.  Assisted 
by  JOHN  HAROLD,  M.B.,  B.Ch.,  B.A.O.,  Physician  to  St.  John’s  and 
St.  Elizabeth’s  Hospital,  and  Demonstrator  of  Medicine  at  Charing  Cross 
Medical  School,  and  W.  CECIL  BOSANQUET,  M.A.,  M.D.,  M.R.C.P., 
Physician  to  Out-Patients,  Victoria  Hospital  for  Children,  Chelsea,  and 
Pathologist  to  Charing  Cross  Hospital ; late  Fellow  of  New  College,  Oxford. 
Third  and  Cheaper  Edition,  largely  Rewritten,  and  Revised  throughout. 
With  21  Plates  (14  in  Colour)  and  numerous  Illustrations  in  the  Text. 
8vo,  21s.  net.,  buckram;  30s.  net.,  half-morocco. 


QUAIN.  QUAIN’S  (JONES)  ELEMENTS  OF  ANATOMY. 

The  Tenth  Edition.  Edited  by  EDWARD  ALBERT  SCHAFER,  F.R.S., 
Professor  of  Physiology  in  the  University  of  Edinburgh ; and  GEORGE 
DANCER  THANE,  Professor  of  Anatomy  in  University  College,  London. 
In  3 vols. 

The  several  parts  of  this  work  form  complete  Text-Books  op  their 
RESPECTIVE  SUBJECTS.  They  can  be  obtained  separately  as  follows  : — 

VoL.  I.,  Part  I.  EMBRYOLOGY.  By  E.  A.  SCHAFER,  F.R.S.  With 
200  Illustrations.  Royal  8vo,  9s. 

VoL.  I.,  Part  II.  GENERAL  ANATOMY  OR  HISTOLOGY. 

By  E.  A.  SCHAFER,  F.R.S.  With  291  Illustrations.  Royal  8vo,  12s.  Gd. 
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QUAIN  (ANATOMY)  — continued. 

VoL.  IL.  Part  I.  OSTEOLOGY  — ARTHKOLOGY.  By  G.  D. 
THANE.  With  224  Illustrations.  Royal  8vo,  11s. 

Yol.  II.,  Part  II.  MYOLOGY  — ANGEIOLOGY.  By  G.  D. 
THANE.  With  199  Illustrations.  Royal  8vo,  16s. 

Von.  III.,  Part  I.  THE  SPINAL  COED  AND  BRAIN.  By  E.  A. 
SCHAFER,  F.R.S.  With  139  Illustrations.  Royal  8vo,  12s.  &d. 

Yol.  III.,  Part  II.  THE  NERVES.  By  G.  D.  THANE.  With  102 
Illustrations.  Royal  8vo,  9s. 

Yol.  III.,  Part  III.  THE  ORGANS  OF  THE  SENSES.  By  E.  A. 
SCHAFER,  F.R.S.  With  178  Illustrations.  Royal  8vo,  9s. 

Yol.  III.,  Part  IV.  SPLANCHNOLOGY.  By  E.  A.  SCHAFER, 
F.R.S.,  and  JOHNSON  SYMINGTON,  M.D.  With  337  Illustrations. 
Royal,  8vo,  16s. 

Appendix.  SUPERFICIAL  AND  SURGICAL  ANATOMY.  By 
Professor  G.  D.  THANE  and  Professor  R.  J.  GODLEE,  M.S.  With  29 
Illustrations.  Roj'al  8vo,  6s.  6(7. 


SCHAFER. A.  SCHAFER,  F.R.S.,  Profesaor  of  Physiology 
in  the  University  nf  Edinbvryh. 

THE  ESSENTIALS  OF  HISTOLOGY  ; Descriptive  and  Practical. 
For  the  Use  of  Students.  Illustrated  by  nearlj'  400  Figures.  Fifth 
Edition,  Revised  and  Enlarged.  8vo,  8s. 

DIRECTIONS  FOR  CLASS  WORK  IN  PRACTICAL 
PHYSIOLOGY  : Elementary  Physiology  of  Muscle  and  Nerve  and  of 
the  Vascular  and  Nervous  Systems.  With  48  Diagrams.  8vo,  3s.  net. 


SCHENK.  MANUAL  OF  BACTERIOLOGY.  For  Practitioners  and 
Students.  With  especial  reference  to  Practical  Methods.  By  Dr.  S.  L. 
Schenk,  Professor  (Extraordinary)  in  the  University  of  Vienna.  Trans- 
lated from  the  German,  with  an  Appendix,  by  W.  R.  DAWSON,  B.A., 
M.D.  Univ.  Dub.;  late  University  Travelling  Prizeman  in  Medicine. 
With  100  Illustrations,  some  of  which  are  coloured.  8vo,  10s.  net. 


SMALE  AND  COLYER.  DISEASES  AND  INJURIES  OF 

THE  TEETH,  including  Pathology  and  Treatment.  By  MORTON 
SMALE,  M.R.C.S.,  L.S.A.,  L.D.S.,  Dental  Surgeon  to  St.  Mary’s  Hospital, 
Dean  of  the  School,  Dental  Hospital  of  London,  etc.  ; and  J.  F.  COLYER, 
L.R.C.P.,  M.R.C.S.,  L D.S.,  Dental  Surgeon  to  Charing  Cross  Hospital 
and  to  the  Dental  Hospital  of  London.  Second  Edition  Revised  and 
Enlarged  by  J.  F.  COLYER.  With  640  Illustrations.  Large  Crown 
8vo,  21s. 
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SMITH  (H.  F.).  THE  HANDBOOK  FOR  MIDWIVES.  By 

HENRY  FLY  SMITH,  B.A.,  M.B.  Oxon,,  M.R.C.S.  Second  Edition. 
With  41  Woodcuts.  Crown  8vo,  5s. 


STEVENSON.  WOUNDS  IN  WAR  : the  Mechanism  of  their 
Production  and  their  Treatment.  By  Surgeon-Colonel  W.  P.  STEVENSON 
(Army  Medical  Staff),  A.B.,  M.B.,  M.Ch.  Dublin  University;  Professor  of 
Military  Surgery,  Army  Medical  School,  Netley.  With  86  Illustrations. 
8vo,  18s. 


TAPPEINER.  INTRODUCTION  TO  CHEMICAL  METHODS 
OF  CLINICAL  DIAGNOSIS.  By  Dr.  H.  TAPPEINER,  Professor 
of  Pharmacology  and  Principal  of  the  Pharmacological  Institute  of  the 
University  of  Munich.  Translated  from  the  Sixth  German  Edition,  with 
an  Appendix  on  Micro-Biological  Methods  of  Diagnosis,  by  EDMOND  J. 
McWEENEY,  M.A.,  M.D.  Royal  Univ.  of  Ireland,  L.R.C  P.I.,  etc. 
With  22  Illustiations.  Crown  Svo,  3s.  6d. 


THORNTON.  HUMAN  PHYSIOLOGY.  By  JOHN  THORNTON, 

M.A.,  Author  of  “ Elementary  Physiography,”  ” Advanced  Physiography,” 
etc.  With  267  Illustrations,  some  of  which  are  Coloured.  Crown  8vo,  6s. 


WAKLEY.  THE  LIFE  AND  TIMES  OF  THOMAS  WAKLEY. 

Founder  and  First  Editor  of  the  Lancet,  Member  of  Parliament  for  Fins- 
buiy,  and  Coroner  for  West  Middlesex.  By  S.  SQUIRE  SPRIGGE,  M.B. 
Cantab.  With  2 Portraits.  8vo,  6s. 


WALLER.— TUCA'A'.S  hu  AUGUSTUS  I).  WALLER,  M.D.,  Lecturer 

on  Physiology  at  St.  .Uary’s  Hospital  Medical  School,  London  ; late  External 
Examiner  at  the  Victorian  University. 

AN  INTRODUCTION  TO  HUMAN  PHYSIOLOGY.  Third 

Edition,  Revised.  With  314  Illustrations.  8vo,  18s. 


LECTURES  ON  PHYSIOLOGY. 

FiRsr  Series. — On  Animal  Electricity.  Svo,  5s.  net. 
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WEICHSELBAUM.  THE  ELEMENTS  OF  PATHOLOGICAL 

HISTOLOGY,  with  Special  Reference  to  Practical  Methods.  By 
Dr.  ANTON  WEICHSELBAUM,  Professor  of  Pathology  in  the  University 
of  Vienna.  Translated  by  W.  R.  DAWSON,  M.D.  Dub.,  Demonstrator 
of  Pathology  in  the  Royal  College  of  Surgeons,  Ireland  ; late  Medical 
Travelling  Prizeman  of  Dublin  University,  etc.  With  221  Figures,  partly  in 
Colours,  a Chromo- Lithographic  Plate  and  7 Photographic  Plates.  Royal 
8vo,  21.S.  net. 


i^t^rinarg  Ulcbiriitc,  ctt. 

FITZWYGRAM.  HOESES  AND  STABLES.  By  Lieutenant- 

General  Sir  F.  FITZWYGRAM,  Bart.  With  56  pages  of  Illustrations. 
8vo,  3s.  net. 


STEEL.— TF0i?/r, S'  by  JOHN  HENRY  STEEL,  F.R.C.V.S.,  F.Z.S.,. 

.1.  F.I).,  late  Pnjessor  of  Veterinary  Science  and  Principal  of  Bombay  Veterinary 
College. 

A TEEATISE  ON  THE  DISEASES  OF  THE  DOG ; being 

a Manual  of  Canine  Pathology.  Especially  adapted  for  the  use  of 
Veterinary  Practitioners  and  Students.  With  88  Illustrations.  8vo, 
10s.  6d. 

A TEEATISE  ON  THE  DISEASES  OF  THE  OX ; being  a 

Manual  of  Bovine  Pathology.  Especially  adapted  for  the  use  of  Veterinary 
Practitioners  and  Students.  With  2 Plates  and  117  Woodcuts.  8vo,  15s. 

A TEEATISE  ON  THE  DISEASES  OF  THE  SHEEP;  being 

a Manual  of  Ovine  Pathology  for  the  use  of  Veterinary  Practitioners  and 
Students.  With  Coloured  Plate  and  99  Woodcuts.  8vo,  12s. 


YOUATT.— by  WILLIAM  YOUATT. 

THE  HOESE.  Revised  and  Enlarged  by  W.  WATSON,  M.R.C.V.S. 
With  52  Wood  Engravings.  8vo,  6s. 

THE  DOG.  Revised  and  Enlarged.  With  33  Wood  Engravings.  8vo,  6s-- 
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BEDDARD.  THE  STEUCTURE  AND  CLASSIFICATION  OF 
BIRDS.  By  PRANK  E.  BEDDARD,  M.A.,  F.R.S.,  Prosector  and 
Vice-Secretary  of  the  Zoological  Society  of  London.  With  252  Illustrations. 
8vo,  21s.  net. 


BENNETT  AND  MURRAY.  A HANDBOOK  OF  CRYP- 
TOGAMIC  BOTANY.  By  A.  W.  BENNETT,  M.A.,  B.Sc.,  F.L.S.,. 
and  GEORGE  R.  MILNE  MURRAY,  F.L.S.  With  378  Illustrations. 
8vo,  16s. 


CLODD.  — WORN'S  by  EDW ARD  CLODD,  Author  of  The  Childhood 

of  the  World,”  etc. 

THE  STORY  OF  CREATION.  a Plain  Account  of  Evolution. 
With  77  Illustrations.  Crown  8vo,  3s.  &d. 

A PRIMER  OF  EVOLUTION:  being  a Popular  Abridged  Edition  of 
“ The  Story  of  Creation  ”.  With  Illustrations.  Fcap.  8vo,  Is.  6d. 


CROOKES.  SELECT  METHODS  IN  CHEMICAL  ANALYSIS 
(chiefly  inorganic).  By  Sir  W.  CROOKES,  F.R.S.,  V.P.C.S.  Editor  of 
“The  Chemical  News”.  Third  Edition,  re-written  and  enlarged.  Illus- 
trated with  67  Woodcuts.  8vo,  21s.  net. 


CURTIS.  A TEXT-BOOK  OF  GENERAL  BOTANY.  By 

CARLTON  C.  CURTIS,  A.M.,  Ph.D.,  Tutor  in  Botany  in  Columbia 
University.  With  87  Illustrations.  Royal  8vo,  12s.  net. 


GANOT.  ELEMENTARY  TREATISE  ON  PHYSICS;, 

Experimental  and  Applied,  for  the  use  of  Colleges  and  Schools.  Translated 
and  edited  from  Ganot’s  Elements  de  Physique  (with  the  Author’s  sanction} 
by  E.  ATKINSON,  Ph.D.,  P.C.S.,  formerly  Professor  of  Experimental 
Science,  StaS  College,  Sandhurst.  Fifteenth  Edition,  revised  and  enlarged, 
with  9 Coloured  Plates  and  1,057  Woodcuts.  Large  crown  8vo,  15s. 

NATURAL  PHILOSOPHY  FOR  GENERAL  READERS 
AND  YOUNG  PEOPLE  ; Translated  and  Edited  from  Ganot’s 
Cours  Elementaire  de  Physique  (with  the  Author’s  sanction)  by  E.  ATKIN- 
SON, Ph.D.,  P.C.S.  Ninth  Edition,  carefully  revised  by  A.  W.  REINOLD, 
JI.A.,  F.R.S.,  Professor  of  Physics  in  the  Royal  Naval  College,  Greenwich  ; 
with  7 Plates,  632  Woodcuts,  and  an  Appendix  of  Questions.  Crown  8vo,. 
7s.  6d. 

GOODEVE.— WORKS  by  T.  M.  GOODEVE,  M.A.,  Barrister-at- 

Laio : formerly  Professor  of  Mechanics  at  the  Normal  School  of  Science  and  the 
Royal  School  of  Mines. 

PRINCIPLES  OF  MECHANICS.  New  Edition,  re-written  and 
enlarged.  With  253  Woodcuts  and  numerous  Examples.  Crown  8vo,  6s. 

THE  ELEMENTS  OF  MECHANISM.  New  Edition,  re-written 
and  enlarged.  With  357  Woodcuts.  Crown  8vo,  6s. 

A MANUAL  OF  MECHANICS  : an  Elementary  Text-Book  for 
Students  of  Applied  Mechanics.  With  138  Illustrations  and  Diagrams,  and 
141  Examples  taken  from  the  Science  Department  Examination  Papers, 
with  Answers.  Fcap.  8vo,  2s.  Gd. 
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HELMHOLTZ.— by  HERMANN  L.  F.  HELMHOLTZ, 

M.  !>. , late  Professor  of  Physics  in  the  Pnireisity  of  Berlin. 

ON  THE  SENSATIONS  OF  TONE  AS  A PHYSIOLOGICAL 
BASIS  FOR  THE  THEORY  OF  MUSIC.  Second  English 
Edition ; with  numerous  additional  notes  and  a new  Additional  Appendix, 
bringing  down  information  to  18B5,  and  specially  adapted  to  the  use  of 
Musical  Students.  By  ALEXANDER  J.  ELLIS,  B.A.,  F.R.S.,  F.S.A., 
etc.,  formerly  Scholar  of  Trinity  College,  Cambridge.  With  68  Figures 
engraved  on  Wood,  and  42  Passages  in  Musical  Notes.  Royal  8vo,  28s. 

POPULAR  LECTURES  ON  SCIENTIFIC  SUBJECTS,  with 

68  Woodcuts.  2 vols.  Crown  8vo,  3s.  &d.  each. 


HERSCHEL.  OUTLINES  OF  ASTRONOMY.  By  Sir  JOHN  F. 
W.  HERSCHEL,  Bart.,  K.H.,  etc..  Member  of  the  Institute  of  France. 
Twelth  Edition,  with  9 Plates,  and  numerous  Diagrams.  8vo,  12s. 


HOFF.  THE  ARRANGEMENT  OF  ATOMS  IN  SPACE.  By 

J.  H.  VAN  ’T  HOFF.  Second,  Revised  and  Enlarged  Edition.  With  a 
Preface  by  JOHANNES  WISLICENUS,  Professor  of  Chemistry  at  the 
University  of  Leipzig ; and  an  Appendix,  “ Stereochemistry  among  Inorganic 
Substances,”  by  ALFRED  WERNER,  Professor  of  Chemistry  at  the  Uni- 
versity of  Ziirich.  Translated  and  Edited  by  ARNOLD  EILOART. 
Crown  8vo,  6s.  6d. 

HUDSON  AND  GOSSE.  THE  ROTIFERA  OR  “WHEEL 
ANIMALCULES”.  By  C.  T.  HUDSON,  LL.D.,  and  P.  H.  GOSSE, 
F.R.S.  With  30  Coloured  and  4 Uncoloured  Plates.  In  6 Parts.  4to,  price 
10s.  &d.  each ; Supplement,  12s.  6d.  Complete  in  Two  Volumes,  with 
Supplement,  4to,  £4  4s. 

The  Plates  in  the  Supplement  contain  figures  of  almost  all  the  Foreign 
Species,  as  well  as  of  the  British  Species,  that  have  been  discovered  since  the 
original  publication  of  Vols.  I.  and  II. 


JOUBERT.  ELEMENTARY  TREATISE  ON  ELECTRICITY 
AND  MAGNETISM.  Founded  on  Joubert’s  “ TraitA  ElAvientaire 
d' Electricite  " . By  G.  C.  FOSTER,  F.R.S.,  Quain  Professor  of  Physics  in 
University  College,  London ; and  E.  ATKINSON,  Ph.D.,  formerly  Pro- 
fessor of  Experimental  Science  in  the  Staff  College.  With  381  Illustrations. 
Crown  8vo,  7s.  6d. 


KOLBE.  A SHORT  TEXT-BOOK  OF  INORGANIC  CHE- 
MISTRY. By  Dr.  HERMANN  KOLBE,  late  Professor  of  Chemistry 
in  the  University  of  Leipzig.  Translated  and  Edited  by  T.  S.  HUM- 
PIDGE,  Ph.D.,  B.Sc.  Lond.,  late  Professor  of  Chemistry  and  Physics  in 
the  University  College  of  Wales,  Aberystwyth.  New  Edition.  Revised  b}' 
H.  Lloyd-Snape,  Ph.D.,  D.Sc.  Lond.,  Professor  of  Chemistry  in  the  Uni- 
versity College  of  Wales,  Aberystwyth.  With  a Coloured  Table  of  Spectra 
and  66  Woodcuts.  Crown  8vo,  8s.  6d. 


LARDEN.  ELECTRICITY  FOR  PUBLIC  SCHOOLS  AND 

COLLEGES.  With  numerous  Questions  and  Examples  with  Answers, 
and  214  Illustrations  and  Diagrams.  By  W.  LARDEN,  M.A.  Crown  8vo,  6s. 
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LINDLEY  AND  MOORE.  THE  TREASURY  OF  BOTANY, 
OR  POPULAR  DICTIONARY  OF  THE  VEGETABLE 

^'^INGDOjM  . with  which  is  incorporated  a Glossary  of  Botanical 
Terms.  Edited  by  J.  LINDLEY,  M.D.,  P.R.S.,  and  T.  MOORE,  F.L.S. 
With  20  Steel  Plates  and  numerous  Woodcuts.  2 Parts.  Fcap.  Svo,  12.s'. 


LO\A/ELL.  MARS.  By  PBRCIVaL  LOWELL,  Fellow  American  Academy, 

lilember  Royal  Asiatic  Society,  Great  Britain  and  Ireland,  etc.  With  24 
Plates.  Svo,  12s.  6d. 

The  book  is  written  in  a style  suitable  for  the  general  reader,  and 
the  most  recent  speculations  as  to  the  planet  being  inhabited,  the  possible 
canals,  oases,  etc.,  are  discussed. 

MACDOUGAL.  PRACTICAL  TEXT-BOOK  OP  PLANT 
PHYSIOLOGY.  By  DANIEL  TREMBLY  MACDOUGAL,  Ph.D., 
Director  of  the  Laboratories  of  the  New  York  Botan-cal  Garden.  With 
159  Illustrations.  Svo,  7s.  6d.  net. 


MARTIN.  NAVIGATION  AND  NAUTICAL  ASTRONOMY. 

Compiled  by  Stafi-Commander  W.  R.  MARTIN,  R.N.,  Instructor  in 
Surveying,  Navigation  and  Compass  Adjustment  ; Lecturer  on 
Meteorology  at  the  Royal  Naval  College,  Greenwich.  Sanctioned  for  use 
in  the  Royal  Navy  by  the  Lords  Commissioners  of  the  Admiralty. 
Ro}’al  Svo,  ISs. 


MENDELEEFF.^  THE  PRINCIPLES  OF  CHEMISTRY.  By 

D.  MENDELEEFF.  Translated  from  the  Russian  (Sixth  Edition)  by 
GEORGE  KAMENSKY,  A.R.S.M.,  of  the  Imperial  Mint,  St.  Petersburg, 
and  Edited  by  T.  A.  LAWSON,  B.Sc.,  Ph.D.,  Fellow  of  the  Institute  of 
Chemistry.  With  96  Diagrams  and  Illustrations.  2 vols.  Svo,  36s. 


MEYER.  OUTLINES  OF  THEORETICAL  CHEMISTRY. 

By  LOTHAR  MEYER,  Professor  of  Chemistry  in  the  University  of 
Tiibingen.  Translated  by  Professors  P.  PHILLIPS  BEDSON,  D.Sc 
and  W.  CARLETON  WILLIAMS,  B.Sc.  Svo,  9s. 


MEYER.  THE  KINETIC  THEORY  OF  GASES.  Elementary 
Treatise  with  Mathematical  Appendices.  By  Dr.  OSKAR  EMIL  MEYER, 
Professor  of  Physics  at  the  University  of  Breslau.  Second  Revised  Edition. 
Translated  by  ROBERT  E.  BAYNES,  M.A.,  Student  of  Olirist  Church, 
Oxford,  and  Dr.  Lee’s  Reader  in  Physics.  Svo,  15s.  net. 


MORGAN.  ANIMAL  BIOLOGY.  An  Elementary  Text-Book.  By 
C.  LLOYD  MORGAN,  F.R.S.,  Principal  of  University  College,  Bristol. 
With  numerous  Illustrations.  Crown  Svo,  8s.  6cl. 


OSTWALD.  SOLUTIONS.  By  W.  OSTWALD,  Professor  of  Chemistry 
in  the  University  of  Leipzig.  Being  the  Fourth  Book,  with  some  additions, 
of  the  Second  Edition  of  Ostwald’s  “ Lehrbuch  der  Allgemeinen  Chemie  ”. 
Translated  by  M.  M.  PATTISON  MUIR,  Professor  of  Gonville  and  Caius 
College,  Cambridge.  Svo,  10s.  6d. 
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GENERAL  SCIENTIFIC  WORKS 


PROCTOR— WORKS  by  RICHARD  A.  PROCTOR. 


LIGHT  SCIENCE  FOR  LEISURE 
HOURS  ; Familiar  Essays  on 
Scientific  Subjects,  Natural  Phe- 
nomena, etc.  Vol.  I.  Crown  8vo, 
3s.  &d. 

THE  ORBS  AROUND  US  ; a 
Series  of  Essays  on  the  Moon 
and  Planets,  Meteors  and  Comets. 
With  Chart  and  Diagrams.  Crown 
8vo,  3s.  &d. 

-OTHER  WORLDS  THAN  OURS : ' 
The  Plurality  of  Worlds  Studied  i 
under  the  Light  of  Recent  Scien- 
tific Researches.  With  14  Illustra- 
tions. Crown  8vo,  3s.  6d. 

THE  MOON  ; her  Motions,  Aspects, 
Scenery  and  Physical  Condition. 
With  Plates,  Charts,  Woodcuts 
and  Lunar  Photographs.  Crown 
8vo,  3s.  6d. 

LARGER  STAR  ATLAS  for  the 
Library,  in  12  Circular  Maps, 
with  Introduction  and  2 Index 
Pages.  Folio,  15s.,  or  Maps  only, 
12s.  6d.  ! 

NEW  STAR  ATLAS  for  the  Library, 
the  School  and  the  Observatory, 
in  12  Circular  Maps  (with  2 Index 
Plates).  Crown  8vo,  5s. 

OTHER  SUNS  THAN  OURS  : a 
Series  of  Essays  on  Suns — Old, 
Young  and  Dead.  With  other 
Science  Gleanings,  Two  Essays 
on  Whist,  and  Correspondence 
with  Sir  John  Herschel.  With  9 
Star-Maps  and  Diagrams.  Crown 
8vo,  3s.  6d. 

HALF  - HOURS  WITH  THE 
TELESCOPE  ; a Popular  Guide 
to  the  Use  of  the  Telescope  as  a 
Means  of  Amusement  and  Instruc- 
tion. With  7 Plates.  Fcap.  8vo, 
2s.  6d. 

THE  SOUTHERN  SKIES  ; a Plain 
and  Easy  Guide  to  the  Constella- 
tions of  the  Southern  Hemisphere. 
Showing  in  12  Maps  the  Position 
of  the  principal  Star-Groups  night 


after  night  throughout  the  year. 
With  an  Introduction  and  a sepa- 
rate Explanation  of  each  Map. 
True  for  every  Year.  4to,  5s. 

MYTHS  AND  MARVELS  OP 
ASTRONOMY.  Crown  8vo, 
3s.  6d. 

HALF  - HOURS  WITH  THE 
STARS  : a Plain  and  Easy 

Guide  to  the  Knowledge  of  the 
Constellations.  Showing  in  12 
Maps  the  position  of  the  prin- 
cipal Star  - Groups  night  after 
night  throughout  the  Year.  With 
Introduction  and  a separate  Ex- 
planation of  each  Map.  True  for 
every  Year.  4to,  3s.  6d. 

THE  STARS  IN  THEiR  SEASONS. 
An  Easy  Guide  to  a Knowledge  of 
the  Star  Groups,  in  12  large  Maps. 
Imperial  8vo,  5s. 

OUR  PLACE  AMONG  INFINI- 
TIES : a Series  of  Essays  con- 
trasting our  Little  Abode  in  Space 
and  Time  with  the  Infinities 
around  Us.  Crown  8vo,  3s.  6d. 

ROUGH  WAYS  MADE  SMOOTH. 
Familiar  Essays  on  Scientific 
Subjects.  Crown  8vo,  3s.  6d. 

THE  EXPANSE  OF  HEAVEN. 
Essays  on  the  Wonders  of  the 
Firmament.  Crown  8vo,  3s.  6d. 

PLEASANT  WAYS  IN  SCIENCE. 
Crown  8vo,  3s.  6d. 

NATURE  STUDIES.  By  Gkant 
Allen,  A.  Wilson,  T.  Foster, 
E.  Clodd  and  R.  A.  Proctor. 
Crown  8vo,  3s.  6d. 

LEISCRE  READINGS.  By  E- 
Clodd,  A.  Wilson,  T.  Foster,  A- 
C.  Runyard  and  R.  A.  Proctor- 
Crown  8vo,  3s.  6d. 

STRENGTH : How  to  get  Strong 
and  keep  Strong,  with  Cha-pters 
on  Rowing  and  Swimming,  Fat, 
Age  and  the  Waist.  With  9 Illus- 
trations. Crown  8vo,  2s. 


, RE YNOLDS.  EXPEEIMENTAL  CHEMISTRY  for  Junior  Students. 
By  J.  EMERSON  REYNOLDS,  M.D.,  F.R.S.,  Professor  of  Chemistry, 
Univ.  of  Dublin.  Fcap.  8vo,  with  numerous  Woodcuts. 

Part  I. — Introductory,  Is.  &d.  Part  III. — Metals  a'tid  Allied  Bodies,  3s.  6d. 
Part  II. — Non-Metals,  2s.  &d.  Part  IV. — Chemistry  of  Carbon  Compounds,  4s. 
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ROMANES— by  GEORGE  JOHN  ROMANES,  M.A., 

LL.D.,  F.R.S. 

DARWIN,  AND  AFTER  DARWIN  : an  Exposition  on  the  Darwinian 
Theory,  and  a Discussion  on  Post-Darwinian  Questions.  Part  I.  The 
Darwinian  Theory.  With  Portrait  of  Darwin  and  125  Illustrations. 
Crown  8vo,  10s.  M.  Part  II.  Post-Darwinian  Questions  ; Heredity  and 
Utility.  With  Portrait  of  the  Author  and  5 Illustrations.  Crown  8vo, 
10s.  6(i.  Part  III.  Post-Darwinian  Questions  : Isolation  and  Physio- 
logical Selection.  Crown  8vo,  5s. 

AN  EXAMINATION  OF  WEISMANNISM.  Crown  8vo,  6s. 

ESSAYS.  Edited  by  C.  LLOYD  MORGAN,  P.R.S.,  Principal  of  Univer- 
sity College,  Bristol.  Crown  8vo,  6s. 

Contents  : Primitive  Natural  History — The  Dai-winian  Theory  of 
Instinct — Man  and  Brute — Mind  in  Men  and  Animals — Origin  of  Human 
Faculty — Mental  Differences  between  Men  and  Women — What  is  the 
Object  of  Life  ? — Recreation — Hypnotism — Hydrophobia  and  the  Muzzling 
Order. 


SLINGO  AND  BROOKER.  ELECTRICAL  ENGINEERING 
FOR  ELECTRIC-LIGHT  ARTISANS  AND  STUDENTS. 

(Embracing  those  branches  prescribed  in  the  Syllabus  issued  by  the  City 
and  Guilds  Technical  Institute.)  By  W.  SLINGO  and  A.  BROOKER. 
With  371  Illustrations.  Crown  8vo,  12s. 


SORAUER.  A POPULAR  TREATISE  ON  THE  PHYSIOLOGY 
OF  PLANTS.  For  the  Use  of  Gardeners  or  for  Students  of  Horth 
culture  and  of  Agriculture.  By  Dr.  PAUL  SORAUER,  Director  of  the 
Experimental  Station  at  the  Royal  Pomological  Institute  in  Proskau 
(Silesia).  Translated  by  F.  E.  WEISS,  B.Sc.,  F.L.S.,  Professor  of  Botany 
at  the  Owens  College,  Manchester.  With  33  Illustrations.  8vo,  9s.  net. 


THORPE.  A DICTIONARY  OF  APPLIED  CHEMISTRY. 

By  T.  E.  THORPE,  C.B.,  B.Sc.  Viet.,  Ph.D.,  F.R.S.,  Treas.  G.S., 
Director  of  Government  Laboratories,  London.  Assisted  by  Eminent 
Contributors.  To  be  published  in  3 vols.  8vo.  Vols.  I.  and  II.,  £2  2s. 
each  ; Vol.  III.,  £3  3s. 


TILDE N.  A SHORT  HISTORY  OF  THE  PROGRESS  OP 
SCIENTIFIC  CHEMISTRY  IN  OUR  OWN  TIMES.  By 
■ WILLIAM  A.  TILDEN,  D.Sc.  Lend.,  D.Sc.  Dub.,  F.R.S. , Fellow  of  the 
University  of  London,  Professor  of  Chemistry  in  the  Royal  College  of 
Science,  London.  Crown  8vo,  5s.  net. 


TUBEUF.  DISEASES  OF  PLANTS  DUE  TO  CRYPTOGAMIC 
PARASITES.  Translated  from  the  German  of  Dr.  CARL  FREIHERR 
VON  TUBEUF,  of  the  University  of  Munich,  by  WILLIAM  G.  SMITH, 
B.Sc.,  Ph.D.,  Lecturer  on  Plant  Physiology  to  the  University  of  Edinburgh. 
With  330  Illustrations.  Royal  8vo,  18s.  net. 
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TYNDALL.— ^VORKS  bi/  JOHN  TYNDALL,  F.R.S.,  etc. 
FRAGMENTS  OF  SCIENCE.  2 Vols.  Crown  8vo,  16s. 

NEW  FRAGAIENTS.  Crown  8vo,  10s.  6d. 

HEAT  A MODE  OF  MOTION.  Crown  8vo,  12s. 

SOUND.  With  204  Woodcuts.  Crown  8vo,  10s.  6d. 

RESEARCHES  ON  DIAMAGNETISM  AND  MAGNE- 
CRYSTALLIC  ACTION,  including  the  question  of  Diamagnetic 
Polarity.  Crown  8vo,  12s. 

ESSAYS  ON  THE  FLOATING  MATTER  OF  THE  AIR 

in  relation  to  Putrefaction  and  Infection.  With  24  Woodcuts.  Crown 
8vo,  7s.  6d. 

LECTURES  ON  LIGHT,  delivered  in  America  in  1872  and  1873. 
With  57  Diagrams.  Crown  8vo,  5s. 

LESSONS  IN  ELECTRICITY  AT  THE  ROYAL  INSTITU- 
TION, 1875-76.  With  58  Woodcuts.  Crown  8vo,  2s.  6d. 

NOTES  OF  A COURSE  OF  SEVEN  LECTURES  ON 
ELECTRICAL  PHENOMENA  AND  THEORIES,  delivered 

at  the  Royal  Institution.  Crown  8vo,  Is.  6d. 

NOTES  OF  A COURSE  OF  NINE  LECTURES  ON  LIGHT, 

delivered  at  the  Royal  Institution.  Crown  8vo,  Is.  6d. 

FARADAY  AS  A DISCOVERER.  Crown  8vo,  3s.  6d. 

THE  GLACIERS  OF  THE  ALPS  : being  a Narrative  of  Excursions 
and  Ascents.  An  Account  of  the  Origin  and  Phenomena  of  Glaciers  and 
an  Exposition  of  the  Physical  Principles  to  which  they  are  related.  With 
61  Illustrations.  Crown  8vo,  6s.  6d.  net. 


WATTS  (H.).  DICTIONARY  OF  CHEMISTRY.  Revi.sed  and 
entirely  Re-written  by  H.  FORSTER  MORLBY,  M.A.,  D.Sc.,  Fellow 
of,  and  lately  Assistant-Professor  of  Chemistry  in,  University  College, 
London;  and  M.  M.  PATTISON  MUIR,  M.A.,  F.R.S.E.,  Fellow  and 
Prrelector  in  Chemistry  of  Gonville  and  Caius  College,  Cambridge. 
Assisted  by  Eminent  Contributors.  4 vols.  8vo,  £5  net. 

WEBB.  CELESTIAL  OBJECTS  FOR  COMMON  TELESCOPES. 

By  the  Rev.  T.  W.  WEBB,  M.A.,  F.R.A.S.,  late  Vicar  of  Hardwick, 
Herefordshire.  Fifth  Edition,  Revised  and  greatly  Enlarged  by  the  Rev. 
T.  E.  ESPIN,  M.A.,  F.R.A.S.  (Two  Volumes.) 

VoL.  I.  With  Portrait  and  a Reminiscence  of  the  Author,  2 Plates  and 
numerous  Illustrations.  Crown  8vo,  6s. 

VoL.  II.  With  Illustrations  and  Map  of  Star  Spectra.  Crown  8vo,  6s.  6d. 

WRIGHT.  OPTICAL  PROJECTION  ; A Treatise  on  the  Use  of  the 
Lantern  in  Exhibition  and  Scientific  Demonstration.  By  LEWIS 
WRIGHT,  Author  of  “ Light : a Course  of  Experimental  Optics  ”.  With 
232  Illustrations.  Crown  8vo,  6s. 
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